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Reserpin’s failure 
proves the 
superiority total 
extract once again 


Several years behind che first commercial alkaloid RAULFIDIN ‘E.D.’, 
Reserpin is identical with a traditional Rauworfia alkaloid first isolated by Indian 
scientists in 1931. Vakil, ,, found it to be less hypotensive than crude root and 
refuses to confirm its extravagant claim to superiority. Doyle and Horace 
Smirk, found it producing precipitate fall of blood pressure with side effects 
too pronounced to recommend its use. 


This miserable failure of Reserpin proves the superiority of total 
extract once again. Importance of the valuable resin fraction and of such 
potent alkaloids as Ajmaline, Ajmalinine, Ajmalicine and Serpentine cannot 
be ignored in Rauwolfia therapy. 


Vekit J., 3.1, MA, 1953. 23. 97. 

ibid (Compare with) Orit Heart J. 1949. 11. 353. 
2. ibid. Lencet 1954. 726. 
5. Doyle-A. & Horoce Smirk Lancet, 1954. 1. 1097, 
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the child. Subcutaneous administration into the site, or injected into the 
must be undertaken. tubing of the giving-set at the com- 
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Only too often does the chronic hyper- 

chlorhydric take his favourite antacid 

and aggravate his condition. It is easy 

to overdose with the usual «lkalising 
treatments and cause acid rebuund. 


A new compound, introduced here? cannot cause acid rebound. 


Its action although rapid, is also p-r-o-l-o-n-g-e-d_ and the 
stomach-acid is controlled for long periods. It is a buffer-type 


antacid and hence it is impossible to overdose. It is difficult 
for the doctor to impress caution on the hyperchlorhydric—the 
patient will always self-medicate, treat the symptoms himself 
without advice, varying his own dosage on the wrong assumption 
that more medicine means more relief. 

Agré Antacide promises weil in this field. The doctor can 
advise a safe and effective compound, and the patient has wide 
dosage-latitude, both qualities leading to possible cure for the 
chronic sufferer and a more detailed examination of the etiology 
of the individual’s condition. 
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To maintain protein intake 


Dy sentery and gostric troubles 
Febrile conditions « Pregnancy end lactation 
Pre- and post-operative treatment 


It is well known that these conditions are often ac- 
companied by protein depletion, resulting in a negative 
nitrogen balance. Further, the patient may be ‘off his 
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ORIGINAL ARTICLES 


ACUTE TUBULAR NECROSIS OF THE KIDNEY AFTER PNEUMONECTOMY 
V. BENJAMIN, T. THOMAS 


E. B, SUNDARAM, 
Department of Medicine (Firm II) and Department of Thoracic Surgery, 
Christian Medical College and Hospital, Vellore, South India. 


During the last ten years or so, increasing work 
has been done with regard to the affections of acute 
lesions of the nephrons. Before this time, there 
was no clear distinction between uraemia due to 
acute non-inflammatory lesions of the kidney, and 
uraemia associated with acute nephritis. The 
advent of greater understanding of the changes of 
kidney function after acute lesions of the kidney, 
and the relationship of these lesions to the clinical 
manifestations, has completely differentiated these 
lesions from those of glomerulonephritis. 

The purpose of this paper is: 

First, to point out the importance of recognising 
the syndrome of acute tubular necrosis by clinical 
and biochemical methods ; 

Secondly, to describe the rationale and conser- 
vative management of the condition ; and 

Thirdly, to discuss the possible role of gelatin 


' and massive transfusion in the production of this 


clinical syndrome. 

In the case that we are presenting the probable 
causative factors may be briefly stated as follows : 

(a) The prolonged operating time (nine hours, 
twenty minutes), and the severe shock that the 
operation and the anaesthetic agents produced. 

(b) Frequent episodes of fall of blood pressure 
at least thrice during the operative procedure 
(Fig. 1: 6, 7, 10 & 11). 


(c) The possibility of massive transfusion when 
16 pints of blood had to be given to maintain the 
circulating volume during the operative procedure. 

(d) The danger of giving 4 pints of gelatin very 
rapidly to bring up the blood pressure, in addition 
to the 16 pints of blood. 

From the above facts, it may be concluded that 
this patient had two factors which played a leading 
role in damaging the tubular epithelium: the 
ischaemic factor and the toxic factor (gelatin). A 
reference to the anaesthetist’s chart (Fig. 1) will 
give a graphic idea of the aetiological factors in- 
volved. 


Case REPORT 


M., an adult male, aged 30 vears, was admitted on 
19-2-1954, into the Thoracic Unit with the main com- 
plaint of cough and excessive sputum for the last 12 
months. The onset was insidious, and he only noticed 
slight feverishness in the beginning. The cough and 
the amount of sputum increased. Congh was more mark- 
ed when he slept on the left side. Sputum was exces- 
sive in the early mornings. Occasionally, the sputum 
had some blood-streaks. He did not complain of any 
pain in the chest. There was no histury of inhaling a 
foreign body or of upper respiratory infection. For these 
complaints, he had some penicillin and oxyfetracycline 
therapy. There was nothing significant in the history 
of the previous illness except for the fact that he was 
admitted to some sanatorium and was there for a month, 
and probably had a phrenic crush. 
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Fic. 1.—ANAESTHETIC CHART 


Physical Examination—The general condition of the 
patient was fair. The temperature was. 103°F.; pulse, 
120 per minute; and respiration, 30 per minute; blood 
pressure was 110/70 mm. Hg. Chest: There was no 
obvious deformity of the chest, and both sides of the 
chest moved equally, Dullness on the right side of the 
chest was more marked, especially in the second. and 
third spaces anteriorly. Air entry was_ diminished on 
the right side and a few fine rales were heard at the 
base. In the right upper and mid zones cavernous type 
of breathing was heard. V.F. and V.R.. were inereased 
on the right side.’ Other systems were negative, except 
that there was a slight tendency for clubbing of the 
digits. 

Routine investigations for blood, stool and urine were 
negative except for a trace of albumin in the urine, 
which could be explained as toxic albuminuria. The 
E.S.R. was 29 mm. in the first hour. Casoni test was 
negative. The sputum was negative for A.F.B., and a 
culture grew a mixed type of organisms. 


A plain skiagram of the chest (Fig. 2, vide Plate) 
showed that there was a dense shadow in the right lung 
field with possible cavitation. The left lung field ap- 
peared clear. Bronchoscopy showed congestion of the 
right main bronchus, with plenty of thick sputum com- 
ing out, which was aspirated. Bronchogram showed 
obstruction to the right upper bronchus. The lower 
bronchi filled well. 

The patient was expectorating about 150 c.c: of thick, 
foul-smelling sputum. In order to reduce this excess of 
sputum, he was given postural drainage, penicillin 
aerosol and parenteral penicillin. There was a diminu- 
tion of the sputum to 30 c.c. per day, and the tempe- 
rature touched normal. A check x-ray taken at this 
time showed no flare up on the left side. He was then 
taken up for resection. 


Operative Procedure—On 11-5-1954, with the patient in 
the Overholt prone position, a right parascapular inci- 
sion was made and the chest cavity entered through the 
sixth interspace, by resecting short posterior segments 
of the sixth and seventh ribs. The lower lobe could 
be easily mobilised, but the upper ‘and middle lobes 
were densely adherent to the chest wall and the patient 


oozed severely during mobilisation of the lung. The 
blood; pressure fell to 70 mm. Hg. systolic and the 
pulse ranged between . 160-170 per minute. The opera- 
tive procedure was, therefore, suspended, the anaesthetist 
was, given time to resuscitate the patient (Fig. 1 :6, 7). 
When the condition improved, the hilar structures were 
taken as usual. This was the most formidable proce- 
dure as there were numerous dilated and tortuous me- 
diastinal vessels, which were very friable and bled 
easily. The main hilar vessels were also very friable. 
While mobilising the upper lobe, before ligating the 
superior pulmonary trunk, the azygos vein had to be 


ligated and divided. The ligature over the superior 


vena caval end of the azygos vein slipped and there 
was profuse bleeding. At this juncture the blood pres- 
sure fell rapidly and it could not be recorded (Fig. 1:10 & 


11), Blood was pumped under pressure and the opera- 


tion had to be suspended for some time. When the 
systolic pressure came up to 80, the rest of the proce- 
dure was completed as usual. The tespiration at the end 
of the operation was shallow and since the patient had 
lost so much of blood, and as the shock of the operation 
was very severe, 16 pints of blood, three pints of gelatin 
and two pints of saline were used. The operative pro- 
cedtire took 4 hours and 20 minutes. When the patient 
was taken to the ward the blood pressure was. 110/80 
mm. Hg., the pulse 180 per minute and the respiration 
was hurried and shallow. 

Post-operative Period—During the immediate post- 
operative period, the blood pressure fluctuated fre- 
quently and many times fell below 80 mm. Hg. systolic. 
Hence another pint of blood had to be given, followed 
by a pint of gelatin within the first two hours, post- 
operatively. The patient was in severe shock. For the 
next 12 hours, the blood pressure stayed between 70/50 
and 75/50. The pulse still remained around 160 per 
minute. The temperature was 101°-8F. The patient 


felt like passing urine, but the bladder seemed empty. 
150 c.c..of urine was catheterised. 

After 36 hours, the blood pressure came up to 100/70 
and became more stabilised. The pulse rate was 120 
per minute. Oedema of the face and eyes was marked. 
The patient was put on I.V. 10 per. cent glucose, 1,000 c.c. 
The urine showed numerous R.B.C. and coarse 


only. 
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TABLE 1—SHOWI!NG URINE ANALYSIS FROM 19-2-1954 TO 26-6-1954. 
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Date Vol.ine.c. Sp. gr. Reaction 
19-2-54 3001 1022 Acid 
11-5-54 3004 less Acid 
12-5-54 150 1000 Acid 
12-5-54 150 1005 Acid 
14-5-54 

Morning 310 1010 Acid 

Noon Alkaline 

Evening Alkaline 
15-5-54 q 350? 1006 Alkaline 

16-5-54 ai 400? 1008 Alkaline 
18-5-54 ° 1250 1012 Alkaline’ 
20-5-54 om 770 1018 Alkaline 
21-5-54 ws 540 1020 Alkaline 
22-5-54 " 890 1020 Alkaline 
23-5-54 a 1008 Neutral 
2 abe 2570 1020 _ 

2 2700 1006 
26-6-54 2400 1008 


granular casts. The total volume of urine passed was 
only 350 c.c. in 24 hours (Table 1). The patient was 
semi-comatose and incontinent. He was nauseated but 
did not vomit. As he was wetting his bed, and as it 
was difficult to estimate his output, a Foley type of 
retention catheter was inserted. The blood urea was 
194 mg. per cent. It was now clear that all manifesta- 
tions of acute tubular necrosis were present, and he was 
started on the conservative line of treatment for the 
condition as suggested by Bull et al. (1949). The se- 
quence in the changes of the blood chemistry are gra- 
phically presented (Fig. 3). All I.V. therapy was 
stopped and he was given Bull’s fluid through a gastric 
tube, with instructions that if the patient vomited, the 
vomitus should be strained and put back into the gastric 
drip. The Bull’s finid consisted of glucose 400 g., pea- 
nut oil 100 ml., gum acacia q.s., aqua upto 1,500 c.c. 


On the fourth post-operative day, he started to vomit, 
and hence the peanut oil was taken off the Bull’s fiuid 
and the calories supplemented with 1,000 c.c. 10 per cent. 
glucose intravenously. Even at this stage he passed 
only 350 c.c. of urine in 24 hours and it was evident 
that he was still in the oliguric phase. The serum 
potassium was 22°5 mg. per cent and the blood carbon 
dioxide combining power was 49 vol. per cent (Fig. 3). 
The azotaemia continued with a blood urea of 165 mg. 
per cent. There was a fixed low specific gravity of the 
urine and it ranged between 1-000 and 1-010. 


On the fifth post-operative day, the patient passed 
400 c.c. of urine. The number of casts in the urine 
became less, even thongh there was significant num- 
ber of R.B.C. The specific gravity was 1-009. The blood 
urea was 225 mg. per cent. Yet the patient had. no 
gastrointestinal symptoms, even though on the previous 
day he: had a few loose motions, He was more recep- 


Alb R.B.C W.B.C. Casts 
Trace 44 1-2 ee 
Trace 34 -- _ 
Trace Occasional _ Few 
Trace Occasional Occasional Granular 
Trace Occasional Occasional Coarse granular 
Trace 10-12 34 Coarse granular’ 
Trace 30-40 46 Nil 
+ 15-20 3-5 Occasional 
Trace 9-12 _ Nil 
Trace 30-45 1-2 Nil 
Trace — 2-3 Nil 
+ Occasional Nil 
N Occasional! Occasiona! 


tive and his outlook brighter. He had no incontinence. 
From this time onwards he started passing greater 
quantities of urine and the specific gravity of the urine 
increased. And this could be taken as the onset of the 
diuretic phase. The blood urea tended to come down, 


*--BLOOD POTASSIUM IN MG’, 
Se-e-CQ COMBINING POWER -VOL7, 


w--=-BLOOD UREA IN MG 7, 


FIG. 3—GRAPHICAL REPRESENTATION OF CHANGING 
BLoop CHEMISTRY 
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even thongh it took a long time. On the sixth post- 
operative day, he passed 1,250 c.c. of urine with a specific 
gravity of 1-012. There were no casts in the urine, even 
though there were still some R.B.C. Since he could not 
take all fluids by mouth, intravenous fluid had to be 
given as 1,000 c.c. of 10 per cent glucose. On the 12th 
post-operative day, he passed 2,570 c.c, of urine, which 
had no albumin and had a specific gravity of 1-020. 
Blood urea came down to 142 mg. per cent. During this 
diuretic phase much electrolytes are lost, especially 
potassium, hence he was started on orange juice, which 
has a high content of this mineral. On looking at the 
chart of the blood chemistry (Fig. 3) and the urine 
analysis (Table 1), one will note that even though the 
blood urea was rising during the oliguric phase the 
blood potassium kept nearly normal as also the carbon 
dioxide combining power. High vitamin and appro- 
priate chemotherapy were instituted during the whole 
post-operative period. Soft solids were given only after 
the 20th post-operative day. Meat was then allowed on 
alternate days only. On the seventh post-operative day, 
the haemoglobin level was 6-25 g., with an R.B.C. count 
of 28 million (Fig. 4). He was given iron by mouth, 


20/2 1744 12/8 16/5 24/s 9/6 22/6 
oaTe 


FIG. 4—HAEMOGLOBIN AND R.B.C. READINGS 
and later a transfusion of packed cells (one pint slowly). 


He developed a post-resection empyema which had to 
be drained under local anaesthesia by resecting the tenth 
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rib (Fig. 5, vide Plate). It was noted that he had deve- 
loped a bronchopleural fistula. 

The patient was discharged on 4-7-1954 and advised 
to return later for thoracoplasty, 


COMMENT 


Duguid (1936) carried out one of the first 
experiments on this condition and he came to the 
conclusion that the change in acute non-inflamma- 
tory lesions of the kidney is a transitory tubular 
necrosis with renal sclerosis, hypertension, cardiac 
hypertrophy and uraemia. The nomenclature of 
this clinical syndrome has changed from time to 
time. Lucke (1946) found that in certain condi- 
tions the changes affected a portion of the distant 
convoluted tubule, and hence named the syndrome 
‘lower nephron nephrosis.’’ But this term can- 
not be accepted in its entirety because the whole 
or a greater portion of the nephron is affected and 
this demarcation in many cases is only arbitrary. 
Acute cortical necrosis is a clinically indistinguish- 
able condition, but quite distinct in its morbid 
anatomy, and by its property of damaging glome- 
ruli more severely is usually irreversible. The 
more common condition that we meet with, how- 
ever, at least post-operatively, is acute tubular 
necrosis. Acute cortical necrosis, on the other 
hand, is more commonly associated with eclampsia, 
concealed ante-partum haemorrhage and other 
obstetrical emergencies. Since death of the tubule 
cells is the cytological hallmark, the term acute 
tubular necrosis of the kidney is the most accept- 
able term for the condition under discussion. 


Darmady (1950) had rightly stated that there 
are some sixty causes for this syndrome, but 
Hadfield (1953) briefly divided them inte three 
main classes: (i) Poisons acting on renal epithe- 
lium, like certain drugs (e.g., mercury, carbon 
tetrachloride, etc.). (ii) Renal ischaemia and 
anoxia—a condition of the shocked kidney. (This 
is probably the type of lesion that one meets with 
most commonly during the post-operative period. 
Van Slyke quoted by Hadfield (1953) was the first 
to do experiments on this aspect of the problem. 
In these cases blood loss played the most important 
part in developing the lesion). (iii) Uncertain or 
mixed causes: This is probably the commonest 
cause when all cases are taken together, e.g., in 
black-water fever, incompatible transfusions, etc., 
where toxic and ischaemic factors play the major 
combined role. A major clinical contribution on 
various aspects of this syndrome has been recently 
made by Swan and Merrill (1953). 

The case reported illustrates many typical clini- 
cal features of this syndrome, which may in short 
be described as follows: Generally after a severe 
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injury or operation, where periods of hypotension 
are common, and enthusiastic attempts at correc- 
tion of the hypotension are necessary with poten- 
tially toxic substances like gelatin, the patient’s 
condition is found to deteriorate. Drowsiness and 
apathy supervene. Nausea and vomiting or ano- 
rexia follow. Urinary output steadily decreases or 
never takes place. Biochemical studies show a low 
alkali reserve (low carbon dioxide combining 
power), raised serum potassium and a progressively 
increasing blood urea. The clinical course is 
characterised by four stages as described by Bull 
and associates (1949), viz., the onset, the anuric 
or oliguric phase, the early diuretic phase, and 
the late diuretic phase. Death may occur (a) in 
the oliguric phase, chiefly from the effects of hyper- 
potassaemia or by overenthusiastic intravenous 
fluid therapy and consequent pulmonary oedema ; 
or (b) in the diuretic phase from excessive loss of 
electrolytes in the urine and inadequate replace- 
ment. The facts of the present case represent this 
typical march of symptoms and signs (Figs. 3 & 4). 

The actual mechanism of the production of the 
histological changes in the tubules has been the 
subject of a large number of experiments and 
hypotheses. Baker and Dodds (1925) proposed the 
mechanical blockage of the renal tubules. Bywaters 
(1948) suggested precipitation of pigments in the 
walls of the tubules resulting in failure of re- 
absorption, but this has not been satisfactorily 
confirmed. The theory of renal anoxia has gained 
considerable approval from the results of work by 
many workers; Trueta (1947) and his shunt 
mechanism is one, though the validity of this 
theory is still controversial. Blood analysis of the 
renal vein by using the cardiac catheter in the 
living subject and simultaneous analysis of arterial 
blood have shown that the blood in the renal vein 
has a lower oxygen content than normal, suggest- 
ing a poor renal flow (Hadfield, 1953). 

It has been shown that, as a result of toxic 
factors, the tubular cells become more hydropic, 
swell up and compress the arterioles and thus lead 
to ischaemia and anoxia. The role of gelatin 
may well be on similar lines. The most pertinent 
work on this subject is by Skinsnes (1947) on the 
post-mortem study of 23 patients and is extensively 
quoted in the ‘Symposium on Plasma Expanders’’, 
under the sub-heading, ‘“Tissue Changes in the Use 
of Plasma Substitutes.’”” (Hartman, 1951). His 


findings showed that the kidneys are swollen and 
the cut surfaces tend to bulge and the average 
weight is 210g. Microscopically, the lesion re- 
sembled exactly those of sucrose nephrosis, viz., 
“the epithelial cells present a granular, finely 
vacuolated swelling, often so severe that the lumens 
are evident only as slits.” 


Wilmer (1944) had 
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suggested that this effect on cells is osmotic and 
also proposed that this may well be the mechanism 
when gelatin is used. Popper and associates (1945) 
have agreed with this hypothesis. These changes, 
caused by either agent is easily reversible, and 
this easy reversibility also lends support to this 
concept of the production of gelatin or sucrose 
nephrosis. It must also be pointed out, however, 
that many workers do not subscribe to this hypo- 
thesis (Ravdin quoted by Craig, 1952). 

In the case we are presenting, it will also be 
noticed that 16 pints of blood was given to combat 
shock and replace the loss of blood to maintain 
the circulating volume. Massive transfusion of 
blood, as in this case, can also produce damage to 
the tubular epithelium. It may also have contri- 
buted to the state of tubular necrosis in the case 
under discussion. 

The management of the condition has been a 
subject of discussion for the last few years, and 
various methods have been suggested. Prevention 
of the condition, of course, should receive more 
attention. Since severe hypotension attendant on 
shock is the most common and potent cause, quick 
and effective correction of this hypotension is im- 
perative. In spite of what has been said of the 
dangers of the excessive use of gelatin, we must 
hasten to point out that if used at the right time, 
in proper quantities, and at the proper rate (in 
cases with no previous kidney damage) gelatin and 
the other plasma expanders are one of the most 
valuable, life-saving therapeutic agents available to 
prevent the occurrence of this syndrome. 

Trueta (1947) suggested section of the splanch- 
nic nerves on theoretical grounds, and Darmady 
(1950) used it with some success. Appliances and 
methods aimed at the excretion of waste products 
by routes other than the kidney as a temporary 
measure, till the kidneys have regained their func- 
tion, have been suggested. Dialysis of the blood 
and the artificial kidney first devised by Kolff 
(1946) is one example. Peritoneal dyalisis and the 
perfusion of intestinal loops are another method 
of removing metabolites from the blood. But all 
these active measures have now been partially 
superseded by the more conservative line of treat- 
ment as proposed by Bull and his associates (1949). 
The exponents of the ‘artificial kidney’ and the 
dialysers have been the first to acknowledge the 
superiority of the conservative line of management 
(Clifford Wilson, 1953). 

Bull et al (1949) emphasise the importance of 


‘depressing exogenous protein metabolism to a 


minimum and of maintaining mineral and water 
balance. To ensure this, Bull suggested the emul- 
sion which has already been mentioned. This solu- 
tion, and only this amount of solution, is allowed 
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to the patient in 24 hours and since it is unpala- 
table, is given through an intragastric tube, as a 
drip. If the patient vomits, all vomitus is care- 
fully collected, strained and put back into the drip 
thus ensuring minimal loss of minerals. The quan- 
tity of water alone is increased by an amount 
equal to the amount of urine passed in the pre- 
vious twenty-four hours during the subsequent 
days. Once diuresis starts, study of the blood 
chemistry becomes far more important as electro- 
lyte loss can be enormous during this stage. 
Recently, commercial preparations of fat emulsions 
(Hendricks, 1954) have been manufactured, and 
they are tasty enough to be used orally—500-600 
c.c. of this gives 2,000 to 3,000 calories. This 
emulsion has been known to cause practically no 
gastrointestinal upset. Hyperkalaemia is another 
problem sometimes very difficult to control and 
here again the use of 200 to 300 c.c. of a 10 per 
cent suspension of ion exchange resins (sodium 
ion) as a retention enema has been suggested 
(Hendricks, 1954). Hypokalaemia is best combated 
by oral feeds of fruit juice. Anaemia is a myste- 
rious entity in this syndrome, the cause and 
mechanism of its production being unknown. In 
the case under discussion, however, we did find a 
remarkable response to both iron and blood trans- 
fusion (Fig. 5, vide Plate). If acidosis is severe it 
may be necessary to give a slow drip of 250 c.c. 
of 1/6th molar lactate. 

Another difficult situation one may meet with 
in the management of this syndrome is the per- 
sistence of a low blood pressure even after the 
deficiency in the circulatory volume has been 
made good. In the face of the new knowledge, it 
is dangerous to pump in more fluids than is neces- 
sary with the hope of bringing up the blood pres- 
sure. Resort should be had in such a situation to 
the vasoconstrictor group of drugs remembering, 
however, that they are to be used with great care 
till we know more about their action. 


SUMMARY 


A case of acute tubular necrosis of the kidney 
after pneumonectomy is presented with the 
possible causes as shock, massive transfusion with 
blood and rapid infusion of gelatin. Some clinical 
features have been enunciated with the blood 
chemistry and the urinalysis. The management of 
the case has been briefly described and commented 


upon. 
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TUBEROUS SCLEROSIS 
(BOURNEVILLE’S DISEASE) 
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H. S. AGARWAL, M.B., D.o.M.s. (CAL.) 
AND 
A. K. SINHA, .B.B.s. (CAL.), 


Department of Medicine, 
Medical College Hospitals, Calcutta. 


It is a rare heredofamilial disease, characterised 
pathologically by tuber like sclerotic masses em- 
bedded in the brain substance, and clinically by 
progressive mental deficiency, epilepsy and multiple 
cutaneous tumours of the face (adenoma sebaceum). 

von Recklinghausen (quoted by Martin and 
Savin, 1941) was able at first to observe multiple 
sclerotic nodular masses in the brain and several 
myomata in the heart, while examining a newly 
born child. Bourneville (1880) found similar 
multiple tuberous or potato like nodular growths 
in the cerebral cortex and ventricle, and acne 
rosacea pustulosa over the face in his original case 
who was an idiot and died of epilepsy. It was he 
who established the separate entity of this disease. 
He and others subsequently observed that sufferers 
are commonly children, usually dying in epilepti- 
form convulsive attacks, before the age of 25. This 
disease is not only limited to ectodermal tissues, 
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‘but may also be associated with various types of 
tumours growing in mesodermal structures else- 
where. In association there may be congenital 
anomalies. Lately others observed that there 
eccurs occasionally sufficient calcium deposition 
over tubers formed in the brain so as to be detected 
roentgenographically. 

Balzer (quoted by Martin and Savin, 1941) was 
the first man to recognise skin lesion as adenoma 
sebaceum ; but Pringle (1890) gave an excellent 
descriptive picture of it. 

In addition to the above findings there may 
be various cerebral manifestations and cutaneous 
anomalies, e.g. vitiligo, leucoderma etc. 

van der Hoeve (1920 and 1923) found similar 
tuberous growths mainly arising from the nerve 
fibre layer of the retina and the optic disc. 

Regarding aetiology, the causative factor is 
obscure. But so far as heredity and racial inci- 
dence are concerned, they stand as follows: 

Kinnier Wilson (1940) and Russel Brain (1951) 
mention that it is almost unknown among coloured 
races, whereas van der Hoeve has made no such 
reference. 

Chakraborty (1951 and 1953) reported the occur- 
rence of adenoma sebaceum in two Bengali 
children of 16 and 13 years of age. One of them 
showed a single attack of epileptic fit, while the 
other’s intelligence was below par. 

The disease, admittedly a familial one, is trans- 
mitted as a Mendelian dominant trait. But the 
manifestations of this trait may not be constant 
in all children of the same parents (siblings) or 
members of the same generation (collaterals)— 
heterophenic transmission. That is to say the ex- 
pression of this full syndrome is variable and not 
constant, whereas the penetrance of gene is very 
high (Sorsby, 1951). 


CASE REPORT 


A. C., Hindu, male, aged 14 years, a resident of 
Calcutta, was admitted on 28-6-54 with the history that 
while the boy was taking rest after playing in the field, 
he suddenly stood up as if to go out. He was not 
responding to any question and his body became stiff. 
Immediately after that the boy became unconscious 
and fell down. This was accompanied by fever. 


While waiting to be sent up to the wards and immedia- 
tely after getting in the bed, he had typical epileptic 
fits. The last attack lingered for 2% minutes only. 

Past illness—He had attacks of unconsciousness and 
convulsions at the age of 6, 8 and 12 years. The last 
attack was associated with fever for which he was 
admitted in the hospital. At that time the temperature 
rose upto 100°F. on the first day, and came down to 
normal by lysis on the 3rd day. There was Jeucocyto- 


sis with polynucleosis. During the latter period of 
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his stay for 18 days in hospital, he seither developed 
fever, mor unconsciousness nor fit. 

Personal history—He is a school boy of Class IIT. He 
is mentally dull, as reported by his father. This was 
first noticed when he was 8 years old. 


Family history : 
PATERNAL SIDE 
M F 
MF OF 
| wth | 
M M 
D. 35 Patient’ 
Epilepsy father 
L. 48 
MATERNAL SIDE 
M FD. 45 
| _| Intra abdominal 
| tumour 
| 
M i D. 20 
D. 28 | Brain tumour 
Pneumonia 
Inmate 
mental 
hospital Patient’s 
mother L. 39 
Facial adenoma 
sebaceum 
Vitiligo like 
areas over 


(There is no history of comsanguinity between these 
two families before). 


PATIENT’S FAMILY : 


D.5 D.5 Convulsion Patient 
Convulsion mentally defective LL. 14 
mentally at 4 yrs. showed (Fig. I, 
defective facial adenoma vide Plate) 
sebaceum 


Abbreviations used : 


M=Male F=Female L= Living 
Numerals indicate age. 


On examination and follow up—lUnconsciousness— 
lasted only for 12 hours. 


Epileptic convulsions 
minutes. 

Temperature—on admission 102°F. It was of reimit- 
tent type and touched normal on the 3rd day by lysis. 

(None of the above findings recurred while kept 
under observation for 2 months). 

Pulse and respiration—proportionate to temperature. 

B.P.—130/65 mm, of Hg. 


D =Dead 


(Grand mal)—lasted for 2% 


A 

M F 
| 
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Skin—(a) On face—papular growths, reddish-brown in 
colour, size varying from a pinhead to the tip of a 
miatch-stick, the longer one being pedunculated and the 
distribution being symmetrical over both the cheeks 
joined across the dorsum of the nose in a butterfly 
fashion. They were also sparsely scattered over the fore- 
head, the lower eyelids, and a very small number found 
encroaching on to the chin (Fig. 1, vide Plate). These 
eruptions started to appear from the age of seven. 

(b) At back—a large number of small areas of de- 
pigmentation like vitiligo were distributed throughout. 

Nervous system—on admission muscle tone was nor- 
mal, but deep jerks could not be elicited; abdominal 
reflexes were absent, plantar response was flexor on 
both sides; pupils were normal in size, equally reacting 
to light. While the patient became conscious, he was 
found to be a little dull, subsequently to be moody, 
retiring, irritable and feeble-minded. On examination 
of cranial and spinal nerves, no abnormalities detected. 
Spinchters—normal. 

Eyes : Lens—blue-dot cataract in both eyes. Fundus : 
right eye—Two small circular sessile nodular growths 
greyish white in colour of about 4% disc diameter, aris- 
ing from superficial structures of retina, were found in 
mid-peripheral region, along the course of upper and 
lower nasal retinal vessels (Fig. 2, vide Plate). Left 
eye—similar small, oval, whitish, nodular growth of 
about 1 disc diameter was present a little lower down 
and temporal to the nerve disc. Surface was somewhat 
projected anteriorly and smooth (Fig. 3, vide Plate). 

Vision : right eye—6/9. 

Other systems: No abnormality detected. 


Reports on Laboratory examination : 


Urine—no abnormality, 

Blood—Hb. 88 per cent (Hellige), R.B.C.—4-5 mil- 
lion/c.mm., W.B.C.—19,300/c.mm., poly.—84 per cent, 
lympho.—i2 per cent, eosino.—4 per cent and mono.— 
nil. M.P.—not found. W.R.—negative. 

C.S.F.: clear, transparent, tension—110 drops per 
minute; microscopic examination—3 lymphocytes/c.mm., 
biochemical examination : sugar—57 mg. per cent, chlo- 
ride—684 mg. per cent, total protein—a trace, serological 
examination: W.R.—negative. 


Reports on radiological examination : 

Skull—Areas' showing intracranial calcification (Bri- 
tish authors, 1951 and Ritvo, 1949). 

No sign of increased intracranial tension. 

Sella—normal (Figs. 4 and 5, vide Plate). 

Chest and extremities—nothing abnormal detected. 

Biopsy of skin lesion showed hyperplastic condition 
of epithelium, proliferation of sebaceous glands, large 
increase of connective tissues with round cell infiltra- 
tion. At few places, the epithelium of sebaceous glands 
has increased and spread to a great extent—adenoma 
sebaceum (Fig. 6, vide Plate). 


DISCUSSION 


The case presented was a boy of 14, who was 
mentally dull as proved by his nature of study in 
school and behaviour towards others. He had 
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epileptiform convulsive seizures, which was noticed 
first when he was 6 years old. There were charac- 
teristic butterfly fashioned nodular growths over 
face—adenoma sebaceum. This was inherited from 
his mother and appeared from 7 years of age—an 
age of usual appearance. ‘ 

The patient had numerous small depigmented 
patchy cutaneous lesions over the back. This was 
also inherited from his mother. It is another cuta- 
neous anomaly, of vitiligo type. 


Retinal lesions though comparatively rare were 
present in both eyes in the case. 

One of the congenital anomalies in this case, 
presence of blue-dot cataract in both eyes—a 
variety of congenital cataract, has not, as far as 
is known been reported. 


Presence of intracranial calcified areas revealed 
by radiological examination were very suggestive. 

As regards genetics, paternal side showed his- 
tory of epilepsy in one case. On the maternal side, 
there was history of tumours in two, and of one 
being an inmate of a mental hospital. The mother 
had adenoma sebaceum and vitiligo like skin lesions. 
Two of the brothers of the patient died of convul- 
sions and one of them had cutaneous lesion over 
the face. This picture throws some light on the 
role of heredity, as it reveals both ‘‘Mendelian 
dominance’”’ and ‘“‘heterophenic transmission’’. 

The facts that remain unexplained here are 
fever and leucocytosis with polynucleosis. More 
interesting is the incidence of fever with similar 
blood picture in the previous attack. 


SUMMARY 


The incidence of tuberous sclerosis in a 
Bengali boy is reported. 

The case presented is a classical one showing 
mental deficiency, epileptic fits, intracranial calci- 
fication, facial adenoma sebaceum and retinal 
tumours. 

Family history shows both ‘‘Mendelian domi- 
nance’’ and ‘“‘heterophenic transmission’’. 

Amongst associated congenital anomalies, occur- 
rence of blue-dot cataract in both eyes is recorded. 
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CALCIFICATION OF THE PLEURA 


R. SARIN; 


Department of Medicine, 
S. M. S, Medical College and Hospital, Jaipur. 


Radiological incidence of pleural calcification 
in unselected cases is less then 0°2 per cent. It is 
more common in men than in women. In the majo- 
rity of cases it is due to trauma, where there has 
been haemorrhage into the pleural cavity, or as a 
result of inflammation of the pleura as in serous 
pleurisy or empyema. It is also seen at times in 
cases of spontaneous pneumothorax probably as a 
result of bleeding into pleural space. It can also 
be found in those exposed to dusts, involved in 
making bakelite insulators, calcimine, mica and 
tremolite talc, ete. Among mica workers, in addi- 
tion to pleural calcification, quite a marked pro- 
portion shows excessive calcification of hilar lymph 
nodes. There is no definite correlation between 
age and length of exposure or history of previous 
respiratory disease. Pleural calcification has also 
been recorded in cholesterol thorax (Stein, 1932) 
and in pseudochylothorax (West, 1906). It can also 
occur as an idiopathic condition. According to 
Head (1934) the cause are: 


Gunshot wounds » 243 per cent 
Inactive tuberculosis ¥3 
Dry pleurisy 10 


Respiratory diseases 
[Pneumonia, empyema ete.] ,, 
. Without respiratory disease .; 18°6 % 
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Certain dusts described above also cause it and 
the percentage varies from 1°5 per cent in case of 
bakelite insulators to 63 per cent in tremolite 
talc workers. 

Pathogenesis—It is commonly unilateral and 
is related to the aetiological factor. It is bilateral 
in idiopathic cases and in those due to dust in- 
halation. Calcium is deposited between the layers 
of the pleura, and is often loosely attached to 
pleural surfaces. The exact mechanism of intra- 
pleural calcium deposition is uncertain. It is 
thought that the pleura acts as a dialysing mem- 
brane and calcium is deposited as superficial crust 
as the last of the fluid is absorbed. Another view 
is that the fluid or blood is encapsulated by the 
thickened pleura and slowly absorbed. The nutri- 


‘tion of the pleura is impaired and hyaline degene- 


tation ensues and in this calcium is deposited. In 
cases of dust exposure, pleural calcification may be 
due to an irritation by these dusts which con- 
tain calcium and magnesium stimulating calcium 
deposition. 

The extent of calcium deposits may vary from 
small spots to single or multiple plaques and 
extensive shells. In cases of dust exposure cal- 
cific plaques vary from single linear deposit, a 
few centimeters long in the region of diaphragm, 
to massive deposits extending over a large part of 
both lung fields. 

Symptoms—There may be no symptoms; it 
may be discovered on routine examination. Cough 
is at times associated with it. If calcification is 
extensive shortness of breath may develop. If 
plaques give rise to pus formation there may be 
fever and abscesses appear on the chest wall. On 
examination the chest is often fixed and flattened, 
percussion note is impaired and air entry dimi- 
nished. There may be scoliosis. 


Diagnosis—It depends on screening or skiagram 
of the chest. Calcium is deposited irregularly in 
a large plaque of fibrous tissue over the involved 
area and causes a bizarre mottled shadow in P.A. 
films unrelated to the position of pulmonary seg- 
ments. Films made in proper oblique or lateral 
view will bring out the sharp line of calcified plaque 
parallel to chest wall. Calcification shadow 
usually does not conform to the shape of any 
pulmonary or pleural lesion. Calcification usually 
eccurs in the lower half of the pleura and most 
frequently is situated in its outer portion. 


Complications—Empyema is often associated 
with calcification of the pleura. It is possible that 
plaques erode lung tissue and infection occurs via 
the bronchus. Where the pleura is adherent small 
abscesses may develop which may point towards 
the surface. 
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Treatment—If there are no symptoms nothing 
need be done. If the plaque or sheet is loose or 
causing symptoms it may be removed. If there is 
marked shortness of breath and the chest wall is 
fixed decortication may be advised. 


Casg REPORT 


Case I~A Hindu male aged 45 years was admitted 
on 12-1-1954. He complained of cough for 2% years, 
dyspnoea on exertion for one year, oedema of feet and 
abdomen for 2% months. About 18 months back he 
had pain in the left side of the chest with fever and 
cough which lasted 15 days. 


On examination he was cyanosed, neck veins were 
engorged and there was clubbing of fingers. Pulse 
was 84 per minute, respiration 24 per minute, B.P. 
120/80 mm. Hg. The chest was flat on the left side 
with poor expansion. Percussion note was impaired. 
Air entry to the left base was diminished. Abdomen— 
There was oedema of the abdominal wall. The liver 
was enlarged three fingers below the costal margin 
and was smooth and tender. The spleen was palpable. 
Pulmonary second sound was accentuated. 


Laboratory findings: Total W.B.C. 11,200; poly. 76 
per cent, lympho. 24 per cent. Hb. 145 g. per cent, 
R.B.C. 4:8 million per c.mm. Kahn test was negative. 
Venous pressure was 22 cm. of water and vital capacity 
0-5 litre. E.C.G. tracings showed old myocardial in- 
farction. Screening revealed calcification of the left 
pleura, It was confirmed by skiagram. The patient was 
treated for congestive cardiac failure. Rest and mer- 
curial diuretics gave the patient quick relief. 

Case 2—A 39 years old male was examined for some 
minor complaints. He gave a history of pleurisy 8 
years back. On routine skiagraphy an area of calcifica- 
tion 2”x2%” was detected in the right infraclavicular 
region. There were no respiratory complaints or abnor- 


mal signs. 


DISCUSSION 
In the first patient it will be evident that the 


pleural calcification was asymptomatic. The clini- 


cal picture of congestive cardiac failure was secon- 
dary to the lung condition (chronic cor pulmonale). 
There was no history of injury nor of any pleural 
effusion. The history of pain in the chest with 
fever may suggest an attack of dry pleurisy or 
even a cardiac infarction. 


Calcification of the pleura was detected, in the 
second case while a routine skiagram was being 
done. He was asymptomatic. There was a definite 
history of pleurisy which lasted for 6-7 months. 


SUMMARY 


Two cases of pleural calcification are reported, 
one came with congestive cardiac failure. ‘The 
other was asymptomatic. 
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REFRESHER COURSE 
ANTENATAL CARE 


(Mrs.) MUKTHA SEN, M.B., D.M.C.W., M.P.H. (HARV.), 
Professor of Maternity and Child Welfare, 


All-India Institute of Hygiene and Public Health, 
Caleutta. 


Antenatal care is the health supervision of a 
pregnant woman and is a combination of the pre- 
ventive aspect of both obstetrics and paediatrics 
services. That a woman who is pregnant needs 
special attention and consideration was realised 
long before medical science showed the need and 
the value of antenatal care. Either in her interest 
or in the interest of the child in the womb she 
gets sympathetic understanding and treatment 
from her family and neighbours. We have only 
gone a step further by rationalising this considera- 
tion and working out a methodology. 


First AND SECOND TRIMESTER 


Antenatal care to be of the maximum value, 
should be continuous and start early in pregnancy. 
In this period even the woman who feels well 
needs a visit from a technically trained person. 
Instructions on the precautions she has to take for 
maintaining her health are also required. The 
value of such visits should be explained to her 
in the beginning. Every pregnant woman is a 
potential patient, as she may pass on from the 
physiological state of pregnancy to a pathological 
one without much warning. In an antenatal service 
though there is provision for medical advice in the 
clinics and follow-up in the homes, these are done 
only periodically and they last only for a short 
period each time. For the longest part of the 
period of pregnancy the woman herself has to 
be on the look out for signs and symptoms of 
disease. Therefore educating her and her relatives 
is most important. In the case of medical practi- 
tioners who have the full cooperation of their 
patients this task should be easier. In addition two 
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types of services one through the clinics and the 
other through home visits are to be maintained. 


It should be remembered all along that these 
measures are taken in order to help us in the 
diagnosis of any slight departure from her normal 
state of health and arranging for suitable medical 
aid in time of an emergency. In some cases where 
she starts pregnancy in a low state of health, it 
may be necessary to consider the question of the 
continuation of pregnancy or its termination. 
That is why early contact is essential. 

A pregnant woman is prone to some diseases 
peculiar to her condition. Table 1 indicates the 
type of these diseases in a rural centre of West 
Bengal. 


1—SHOWING OF MATERNAL DEATHS IN A 
Rurat CENTRE FOR THE YEARS 1946 To 1952 


Percentage 


Causes of total deaths 
A. DIRECTLY DUE TO PREGNANCY : 
1. Anaemia 39-13 
2. Toxaemia of pregnancy 14:13 
3. Haemorrhage 13-04 
4. Obstetric shock ... 5-43 
5. Sepsis 4:35 
6. Prolonged labour 2:17 
7. Embolism 1-08 
B. ASSOCIATED CAUSES . 
1. Diarrhoea and dysentery ... 5-43 
2. Malnutrition and general debility 3 26 
3. Communicable diseases 3-26 
4. Cardiovascular diseases 2:17 
5. Pneumonia and pleurisy ... 2:17 
6. Malaria po 1-08 
C. OTHER ILL-DEFINED CAUSEs : 
1. Heart failure 2-17 
1-08 


2. . Unknown 


In addition to these diseases that threaten her 
life, some other conditions may make her feel 
below par. In the earlier months the diseases that 
are dangerous to her life are not many. One of 
them, the severe type of vomiting of pregnancy, 
is not common in our country. The usual com- 
plaints are nausea, acidity and frequency of 
micturition. These are not difficult to handle as 
in a few days she improves by adopting general 
hygienic measures. Taking dry sweet food as she 
wakes up, avoidance of fried things in her meals, 
keeping the bowels clean and a little rest in the 
afternoon make her more comfortable. 


THIRD TRIMESTER 


In the later months, specially from the 7th to 
the 9th month she requires closer and more con- 
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stant supervision. As shown above the two con- 
ditions that cause the greatest concern are anaemia 
and toxaemia. Unfortunately the accepted aetio- 
logical factors for these conditions are not known. 
So we have to depend on early diagnosis and treat- 
ment of these diseases for reducing the number of 
deaths and to minimise suffering. All available 
facilities and knowledge should therefore be uti- 
lised to help in the early diagnosis which is made 
by examination of the urine for the presence of 
albumin, taking of the weight to indicate sudden 
abnormal increase, checking the blood pressure, 
and general medical examination for detection of 
systemic diseases, and of signs like oedema of the 
legs which sometimes indicate the presence of im- 
pending toxaemia (pre-eclampsia), even when she 
does not have any complaints. All these examina- 
tions may not be possible but a few are always 
easy to make. In a rural area, where a large 
number of women do not come to the clinic be- 
cause of the distance to be covered, urine exami- 
nation, and looking for oedema of the feet should 
be done even in the homes by midwives and 
health visitors. 

With respect tv anaemia also a more concrete 
and objective method of assessing it is necessary 
for early diagnosis than the subjective method of 
looking for paleness and weakness. Complete 
blood examination is adopted in many clinics to 
assess the degree of anaemia and its nature. 
Considerable number of lives can be saved by 
timely and proper use of such a procedure. 
Examination of the blood for Hb., R.B.C., W.B.C. 
and differential count, etc., are included in this. 
Often it may not be possible to do all these tests. 
Using the haemoglobinometer the percentage of 
Hb. can be checked to indicate the severity of 
anaemia. In the rural areas even Talquist paper, 
can be a guide to assess the degree of anaemia or 
the result of treatment. 

Une more danger in the later months, which 
might not kill her in the antenatal period but 
nullify the beneficial effects of antenatal care, is 
an abnormal presentation or disproportion at the 
time of delivery. Palpation which does not need 
any extra equipment other than our hands should 
never be forgotten or missed for discovering this 
danger before labour starts. Many abnormal pre- 
sentations can be corrected in the antenatal period 
and if they cannot be corrected, proper facilities 
for a safe delivery can be arranged beforehand by 
this procedure. Last-minute emergencies can thus 
be prevented, and the mother, the child and the 
family saved from anxiety and danger. Therefore 
frequent palpations, if possible weekly, or once in 
two weeks, in the last two months of pregnancy 
are indicated. 
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Bleeding at any stage of pregnancy and ex- 
cessive bleeding soon after delivery are a danger 
to life. Bleeding in early months cannot be prevent- 
ed very much except by educating the prospective 
mothers to avoid actions that predispose to bleed- 
ing, and also advising them to take rest and get 
medical aid as soon as bleeding starts. Bleeding 
of later months and the postpartum bleeding mean 
a real danger to their lives. Often we lose the 
women, not because of the loss of blood as such, 
but because they have so little blood to lose due 
to their poor state of nutrition, and the anaemia. 
Therefore to prevent deaths due to bleeding or 
shock, improvement of health in the antenatal 
period and quick efficient assistance at the time 
of labour are essential. 


Other associated diseases need consideration 
because of their bad effect on the mother’s or 
child’s life and health. Syphilis is one of them. 


Often there are no symptoms or signs to warn of ~ 


this infection. Therefore a blood test is the only 
method available to us. In the mother’s interest 
at. x-ray of chest is also helpful. Diagnosis of 
tuberculous infection and diseases of the heart 
early in pregnancy might assist in deciding on 
the continuation of pregnancy. Urine examina- 
tion for existing diseases of the kidney or dia- 
betic condition should also not be lost sight of. 
Prevention of communicable disease also has to be 
kept in mind, specially because of its possible 
relationship to the occurrence of congenital 
defects in the newborn. 

These are ideals to aim at but, often we have 
to be content with only a few of these. Attempts 
should be made to reach the ideal as we progress 
and for at least a few cases when possible. The 
relative value of each of these examinations in 
different situations will depend on the type of 
population we deal with and the problem existing 
in the area we work, along with the facilities avail- 
able. 


Det 


The part diet plays in pregnancy is of varied 
importance, The woman in her demand on the 
different nutrients reverts to her childhood days, 
by needing them for growth. The growth factor 
of the foetus, the increased metabolism, the danger 
of diseases peculiar to her condition, which might 
have a bearing on diet and nutrition, the storage 
of some nutrients for the infant to utilise after 
birth, make her diet a special one. The emphasis 
should be on the quality of food, and not on the 
quantity. The foetus also has to store some vita- 
mins and minerals like iron that are deficient in 
the child’s food after birth (breast milk). Even 
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the incidence of congenital malformations“are said 
to have a relationship to the diet the woman gets 
in early pregnancy. The women who get good 
food are also able to feed the child at the breast 
longer after birth. So in order to keep the mother 
healthy, to get a healthy child, and avoid arti- 
ficial feeding after birth, a balanced diet will help. 
Fortunately the average pregnancy lasts only for 
about 280 days or 9 months and 7 days. 


The recommended diet for a pregnant woman, 
which would meet all her needs and cost about 
Rs. 1-8-Of a day, is given in Table 2. 


TABLE 2—SHOWING A List OF BALANCED FOR AN 
EXPECTANT MOTHER 


Nutritive Value 
(approx.) 


Amount 


Food articles (per day) 


... 6 Chattak ) Calories 2800 

Protein 90 g. (Ani- 
mal protein 56 g.) 

Fat 68 g. 

Calcium 1-67 g. 

} Iron 46 mg. 

Vit. A 6,700 L.U. 

Vit. B, 1°48 mg. 

Vit. B, 2-2 mg. 

Niacin 26 mg. 

yy Vit. C 76 mg. 


Cereals 


Pulses 
Roots and tubers (po- 


tatoes, carrots, etc.) 3 
Green leafy vegetables 4 
Other vegetables eee 
Whole or skimmed milk 12 
Fats and oils 
Sugar and jaggery ... | 
Fish (small) 


Fruit 


MepicaL Arp 


Another thing to be remembered and planned 
for in the antenatal period is the place and agent 
of delivery. Considerable part of an efficient ante- 
natal service can be made fruitless by not having 
a proper person or place for delivery. This is 
specially true in the rural part of our country, 
where medical aid is scarce and transport facili- 
ties are very limited. Emergency calls should be 
reduced to the minimum. For normal delivery 
cases a trained dai may be sufficient. But for 
those cases where the delivery is expected to be 
abnormal for any reason, it is essential to get the 
necessary aid and facilities arranged for long 
before labour starts. They should not come as 
emergencies, but as planned action. They should 
be saved from falling into unqualified and _in- 
experienced hands. This can be done only by 
proper antenatal care and planning for special 
help beforehand when needed. 


+ With whole milk the cost will be about Rs: 2-40 
per day—ED., J. Indian M. A. 
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INFANT DEATHS 


Many children die in early childhood for want 
of proper care and help during the antenatal 
period, and at the time of delivery. 

Table 3 gives the causes of infant deaths in a 
West Bengal rural centre before 1 month of life 
and between 1 and 12 months. 


TaBLe 3—Causes or INFANT DEATHS IN a RURAL 
CENTRE FOR THE YEARS 1946 TO 1952 


Percentage 
of total deaths 
Causes 0-1 math. 1-12 mnths. 
1. Prematurity ... 42:00 585 
2. Convulsions of all types ... 13-93 0-70 
3. Aspbyxia and birth-injury .. 918 0-80 
4. Respiratory diseases . 5-05 16-90 
5. Sepsis 6-65 
6. Diarrhoea and dysentery ... &19 24-40 
7. Developmental defect in 5S 2-10 
8. Malnutrition 16-09 
9. Fever 10-90 
10. Accidents 2-82 
11. Communicable diseases » 705 
12. Miscellaneous 16°20 5-05 


It will be seen that causes that contribute 
towards nearly 65 per cent of the deaths from 
birth to one month of life, are prematurity, con- 
vulsions and birth-injuries. In order to reduce 
deaths due to these causes efficient antenatal care, 
suitable help during delivery and proper service 
during the lying-in period are necessary. How- 
ever efficient the infant care may be, deaths due 
to these causes cannot be lowered markedly. 
Therefore to decrease the number of infant deaths 
we have to provide to the community, prenatal 
care. In our country with its scarcity of trained 
‘personnel and limited fimance, one service like 
antenatal care, which helps in saving the lives of 
both mothers and children has a very important 
place in preventive services. 


Proper antenatal care not only reduces the 
suffering and deaths but also improves the health 
of the community by providing healthier babies 
and mothers. The latter’s efficiency as mothers 
is also improved, so that the family as a whole 
benefits by it. The family has another advantage, 
i.e., of having fewer occasions for anxiety. By 
getting the mother to be examined in time in the 
antenatal period, the family is relieved of the pro- 
blem of hunting for medical aid if an emergency 
arrises, because it will mot come as an emergency, 
as plans would have been already made. It is not 
rare to find many families rushing about for get- 
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ting emergency medical aid and meeting with more 
than one disappomtment, in addition to the anxiety 
and waste of money. 

The society gains by having fewer motherless 
homes—a distressing social problem. If medical 
aid is the responsibility of the society or the 
government there will be reduction in its budget 
for curative services if good antenatal care is 
arranged for. 

The doctor who serves a community gains con- 
siderably by practising antenatal care. Instead of 
getting a call in an emergency, which often comes 
too late, he is prepared for it. Therefore he is 
saved from unnecessary trouble and disappoint- 
ment that he often meets on these occasions. With 
proper antenatal care he goes in time with confi- 
dence and gets the satisfaction of doing some- 
thing useful and humanitarian with the last an- 
xiety. He would not keep any case if he cannot 
handle it himself. Therefore it is a real advantage 
to the doctor also in the shape of greater leistire, 
less anxiety, better satisfaction, more grateful- 
ness from the people and better emoluments. 


CARE OF THE PUERPERIUM 


M. N. SARKAR, B.a., M3B., F.R.CS., F.R.C.0.C., 
Ex. Director and Professor in Charge, 
Department of Obstetrics and Gynaecology & 
Superintendent cum Princt 
College and Hospitals, alcutta. 


About twentyfive years ago, I happened to be 
present in a friend’s house. His sister was con- 
fined a week ago. The newborn child was covered 
over with pemphigus. My friend not having any- 
thing to do with medicine as a profession re- 
marked to me about the condition of his nephew. 
One interesting thing which he mentioned made 
me very inquisitive. He said that the attending 
nurse thought that such a condition of the skin 
was not to be looked upon as serious. Her experi- 
ence has been that the doctors have no treatment 
for this. She went on saying that just as the cord 
drops when the navel gets dry so the blebs will all 
dry up when the newborn dries up as a normal 
process. The nurse’s recipé for the hurrying up 
of the drying was that the infant should be covered 
over with cast-off saries of either a masi (mother’s 
sister) or a pisi (father’s sister) or preferably of 
both. It might be remarked that any rash that 
appears on the skin of the newborn is given the 
name of masipisi.¢ To go back to my friend a 


t+ Local term used in West Bengal meaning follicu- 
litis, literally aunts. 
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member of the then Indian Civil Service his mental 
disturbance was very apparent. In despair he told 
me that he had consulted the family doctor an old 
gentleman in late fifties who had explained his 
inability to offer any advice and had indirectly 
* supported the nurse’s statements. 
F The above is just a stray instance to show the 
lack of knowledge about the complications that 
may arise in the puerperium. Pregnancy and 
childbirth are looked upon as natural events. 
Perhaps they are. But the surroundings and the 
artificial circumstances in which the natural 
phenomenon takes place frequently produce com- 
plications. It will be my purpose to discuss some 
of those during the puerperium, i.e., after the 
birth of the infant and for a period of a fortnight 
during which the mother gets back to her normal 
life and the infant starts its life to grow as a baby. 

After the labour is over and the mother has 
been sent back to bed there is very little to appre- 
hend if there has been no obstetrical interference 
or no excessive loss of blood. But sometimes the 
mother may get violently sick or get a rise of tem- 
perature with rigor. These may happen where no 
anaesthetic has been used or where no intravenous 
medication has keen administered. This latter in- 
formation should be obtained by the practitioner 
if he is seeing the case for the first time. It has 
been noticed that recently intravenous use of ergo- 
metrine to cut short the third stage has become 
popular. Otherwise no serious treatment is indi- 
cated on the appearance of rigor or when the 
patient gets sick. 

Within the first twentyfour hours a gradual 
rise of temperature and inability to pass urine are 
the two main complications. Let us first discuss 
the causes and the lines of treatment to be adopted 
in cases of retention of urine. ‘The first thing to 
be remembered is the posture of the patient. Most 
people find it difficult to pass urine in the prone 
position. This difficulty is made worse due to the 
fact that the patient cannot strain to start micturi- 
tion. Her inability may be explained by the fact 
that the abdominal muscles are tender due pro- 
bably to their having been massaged during the 
final stages of labour. Further straining raises 
intra-abdominal pressure and this latter causes 
painful bulging of the structures of the pelvic 
floor. Such a pain may perhaps reflexly inhibit 
the voluntary contractions of the muscles con- 
cerned to start micturition. In some other cases 
the first few drops of urine when in contact with 
lacerations on the vulva may so irritate the patient 
that she voluntarily stops the further progress of 
micturition. If these facts are realised the treat- 
ment is easy to decide. There should be no harm 
in allowing the patient to sit up and do the act. 
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Within the first twentyfour hours the patient may 
and does require to be helped in this posture. She 
should get plenty of fluids to drink so that she 
will pass urine which may not irritate any raw 
areas on the vulva. Catheterisation should not be 
readily resorted to. All the same if the bladder 
continues to be unable to evacuate itself catheteri- 
sation should not be delayed. An overdistended 
bladder soon becomes atonic and in such a condi- 
tion there is the possibility of cystitis and other 
sequelae. To minimise the risks inherent on the 
operation of catheterisation all precautions should 
be taken to avoid such risks. 

In these days of universal use of chemothera- 
peutic drugs and the innumerable antibiotics, the 
problem of puerperal infections has apparently ‘lost 
much of its importance in clinical practice. Any 
rise of temperature is promptly treated by the 
physician with antibiotics. Even the sulphon- 
amides are fast losing their popularity. This is not 
the place to discuss their comparative merits and 
demerits. There is no second opinicn as to their 
usefulness. These discoveries of medicine have 
definitely decreased maternal mortality consequent 
upon puerperal infections. But the question may 
be raised as to the remote action of these drugs 
on the future well-being of the mother and her 
offspring. The practitioner treats the ‘fever’ and 
does not in all cases try to determine the cause. 
This might be a lacerated posterior vaginal wall or 
a torn cervix. These may be foci of infection for 
the rest of the woman’s life to be treated time 
and again with antibiotics. But if the thing is 
detected in time and suitably repaired the initial 
fever would never have appeared and no anti- 
biotics need be exhibited. There are some anti- 
biotics which control the temperature all right but 
may cause trouble in various other ways. Infec- 
tion with B. coli comunis is far too common 
during the puerperium. Many cases have been 
treated either with streptomycin or oxytetracycline. 
The popular antibiotic penicillin is never thought 
of and in many cases justifiably so. Prolonged use 
of oxytetracycline has given rise to intestinal dis- 
orders in some cases which then have been diag- 
nosed as cases of sutika.+ Streptomycin if care- 
lessly used for a period of time is likely to exhibit 
many of its bad effects. It is interesting to note 
that trade interests are daily putting mewer pre- 
parations in the market. Practitioners are patronis- 
ing these ostensibly for the benefit of their patients 
but actually to the great loss of his clinical know- 
ledge. 

Disturbances of lactation are very frequently 
observed. These naturally affect the newborn. 


+ A term meaning puerperal sepsis. 
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Intestinal troubles and other complications of the 
infant will be dealt with in connection with the 
management of the newborn which is an important 
item in the routine of the medical care of the 
puerperium. During the first week various irre- 
gularities do appear before the breasts start func- 
tioning in the normal way. A close observation 
must be made of whatever happens but nothing 
active need be done. As an example one might 
mention the uncertainty of the onset of lactation 
and the insufficiency of the secretion at the initial 
stages. It is frequently observed that the breasts 
remain comparatively inert even towards the end 
of the first week. This is observed particularly 
after caesarian sections and instrumentation conse- 
quent upon delayed labour. If the patient’s 
general condition continues to be satisfactory no 
active treatment to stimulate breast secretion need 
be done. It must be emphasised that the old 
dictum ‘‘a hungry baby is the best galactogogue’’ 
is still to be depended upon but it should not be 
followed for the purpose of stimulating milk secre- 
tion after tedious labours—for this practice would 
entail too much disturbance for the baby when it 
should be kept as quiet as possible. 

Sometimes a false conclusion is made, viz., due 
to the delay in the onset it is thought that the 
mother would be unable to nurse and immediate 
steps are taken to dry up the breasts and start 
artificial feeds for the baby. These will be ill- 
advised measures. The mother’s condition should 
be attended to on general principles. Her food 
and fluid intake should be increased. The infant 
should be put to the breast at regular intervals, 
if there is no instruction to the contrary, because 
of the probability of any intracranial mischief or 
of prematurity. So early in puerperium manipula- 
tion of the breast, viz., hot and cold fomentations 
are discouraged. Commercial preparations of lacto- 
genic hormone of the pituitary gland are difficult 
to obtain. My experience of their use is that 
encouraging results are infrequent. Next as to 
the adequacy of the secretion the test feed gives 
an idea of the total quantity of the milk secreted 
on the day of the observation. But this is merely 
a guide and should never be taken as the only 
factor to decide upon supplementary or comple- 
mentary feeds. 

I am a great believer in what is now known as 
“‘self-demand”’ feeding. The mother and the new- 
born should be left to themselves. They would 
usually adjust themselves. The mother will re- 
lieve engorgement of her breasts by feeding the 
infant and the infant by its cry will demand the 
satisfaction of its hunger. Feeding by the clock 
and compulsory stoppage of feeding at night have 
so far been strictly enjoined by teachers when in- 
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structing students and practitioners about advis- 
ing mothers for their first babies. I do not say 
that we have been wrong in following these prin- 
ciples. But from our accumulated experience 
during the last war and post-war periods when 
due to the excessive congestion in the hospitals 
and unprecedented poor economic conditions, pri- 
vate patients have not been able to follow our 
instructions but have adopted instinctively this 
‘‘self-demand’’ feeding method, we do find justi- 
fication of relaxing our rigid instructions. In fact 
we realise that feeding is and should be depen- 
dent upon individual choice and convenience. Any 
rigid instruction will defeat its purpose in that it 
will produce complications which again will have 
to be met by another set of regulating principles. 
Thus a vicious circle will ensue. Any deviation 
from these will mean disaster in the shape of diar- 
rhoea, marasmus and other troubles. 

Disturbances of the lochial discharge either with 
or without a rise of temperature have to be treated. 
A persistent red discharge and the complete cessa- 
tion within a week after delivery followed by a 
gush of sanious flow are the two commonest of the 
symptoms. Before prescribing any medicine the 
patient should be examined. The main object of 
the examination is to determine the state of the 
uterine involution and also to find out if there be 
any deviation of the position of the uterus from 
the normal. If this latter is discovered a speedy 
correction of the position is called for. When this 
is done the symptoms complained of will fast dis- 
appear. The old practice of prescribing a mixture 
containing ergot and quinine is seldom necessary 
and obviously will be useless when the uterus con- 
tinues to be in a retroverted position. When the 
uterus remains bulky as felt by a bimanual exami- 
nation and the red lochial discharge is found to 
contain shreds of membrane-looking debris a ready 
diagnosis of retention of secundines is likely to be 
made. Many a time the uterine cavity is explored 
with a blunt curette under a general anaesthesia. 
This is to be emphatically discouraged. There is 
great danger in exploring the uterus at this stage 
for the symptoms complained of. It should how- 
ever be realised, that a persistently profuse blood 
discharge at any time of the puerperium urgently 
calls for an exploration of the uterus to exclude 
the possibility of the growth of chorion epithe- 
lioma, otherwise the possibility of retained bits 
of secundines need not justify the adoption of this 
measure. 

There are few other complaints which can better 
be prevented than treated. We shall be mention- 
ing two of them. One is the common symptom of 
after-pain and the other is the difficulty of the 
mother in connection with breast-feeding. The 
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symptom of after-pain is due to the irregularity of 
the uterine contraction during the puerperium. It 
is wrongly treated with massaging of the uterus 
and exhibition of analgesic drugs including opium 
preparations even. Antispasmodics and sedatives, 
viz., a combination of bromide and belladonna 
should usually suffice. There is a good deal of 
functional element in these patients who complain 
. frequently and succeed in frightening the bewild- 
ered medical attendant to give even morphia hypo- 
dermically. 

Cracked and sore nipples stand in the way of 
comfortably nursing the baby. If the condition is 
not treated timely complications like mastitis and 
breast abscess may result. The infant may get 
intestinal disorders of various types. Nipples should 
be inspected before labour and any breach in the 
surface should be repaired. All that is necessary 
is to keep the nipples clean and dry—particularly 
during the last weeks of gestation. If the skin is 
found to be too dry, it should be made supple with 
a face cream and periodically exposed to fresh air 
for a few hours during the day. When a crack 
actually appears during the nursing period that 
nipple should not be put to the baby. It may 
just be sealed with tincture benzoin co, to prevent 
access of infection from the surrounding areas or 
body clothes. It usually heals within 48 hours at 
the maximum. If, however, such a treatment has 
not been adopted, the crack has in the meantime 
been tender and oozing a serous fluid, urgent treat- 
ment with antibiotics as local applications or other- 
wise should at once be started. At times both 
breasts get engorged and both flushed and red. 
The appearance simulates that of acute mastitis. 
‘There is no fever and tenderness. The patient feels 
relieved when the baby feeds or if milk is ex- 
pressed by gentle massage. It is advisable to 
diminish milk secretion. The patient’s bowels 
should be kept open regularly. O6cestrin therapy in 
moderate doses is useful. Restriction of fluid in- 
take is resented by patients and does not seem to 
be necessary. 

The mother at this stage requires assistance to 
help her out of some troubles which though not 
serious yet stand in the way of her new respon- 
sibility, viz., nursing the newborn. She usually 
complains of poor appetite and other consequential 
troubles, such as acidity, constipation alternating 
with diarrhoea. The quantity of milk secreted is 
not constant. When there is dearth the baby will 
be hungry and will interfere with the mother’s 
sleep if it is too much, the flushed condition of the 
breasts will trouble the mother again. So a mother’s 
diet should receive the physician’s close attention. 
Tonic medicines to help digestion to increase 
appetite have often to be prescribed. There is a 
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tendency to admit defeat as it were on the part of 
the physician who may be tempted to take the 
baby off the breast and prescribe various proprie- 
tary milk preparations for artificially feeding the 
infant. This can never be justified. 

A medical attendant’s first attention is brought 
to the infant when the mother or the nurse will 
say: “Sir, it has not passed water yet.”” By ‘yet’ 
it is implied 24 hours after the birth when the 
mother and the baby are seen for the first time after 
confinement. If no apparent congenital abnorma- 
lity has been detected, beyond advising the nurse 
to give the infant one or two ounces of plain water 
at a time three times in the day nothing more need 
be done. Many babies do not pass urine in the 
first twentyfour hours. Sometimes the urine has 
been passed but nobody might have watched it. 
Dilatation of the foreskin, passing a filliform 
catheter are all dangerous. If it is complained 
that meconium has not been passed also, then a 
well-vaselined litile finger might be passed into 
the rectum and an attempt to feel the bladder 
might be justifiable. When the finger is withdrawn 
meconium will come out and with it urine is also 
likely to be passed. 


If the infant has not been given any water to 
drink and if the breasts have been late in secreting, 
the infant may get a rise in temperature. Such a 
rise need cause no anxiety, it is due to inanition. 

Jaundice in the newborn, gastro-intestinal dis- 
turbances, haemorrhages from the bowel are not 
to be treated lightly. These do appear in that 
space of time which we call the puerperium. But 
that does not mean that they are to be treated in 
an amateurish way. It is not meant that a specia- 
list should be called in every case. But the practi- 
tioner should do his best. For example, if the 
stools of the baby have a golden yellow colour 
and the jaundice continues to get deeper and 
deeper, the baby is getting weaker and refusing 
its feeds, the attendant doctor should alarm the 
parents telling them that the outlook is bad for 
the case is one of erythroblastosis. On the other 
hand if he finds the umbilicus is healthy, there is 
no rise of temperature, the baby’s appetite con- 
tinues to be satisfactory, he will assure the parents 
that all is well and the jaundice will soon disappear. 
All that he need do is to ensure that the fluid in- 
take is satisfactory and that the baby is passing 
stools at least 3 times in the day. 


The cord is late in dropping. On an average 
it separates on the fifth day. If it is late in 
dropping but is shrivelled up and dry—nothing 
need be done to cause the separation. A moist, 
swollen, and gray looking cord demands care. 
Such a cord may and does separate suddenly and 
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give rise to bleeding. Very often this is associated 
with fever and jaundice. 


Gastrointestinal disturbances are frequently 
complained of. During the first fortnight of life 
vomiting by itself is never a dangerous manifesta- 
tion. The infant just puts out the excess from 
what it has taken. Diarrhoea is also the same. 
It should stop at once the feeding is stopped. All 
infants at this stage of life should be starved for 
the first twentyfour hours. The infant should, 
however, get fluid by mouth—two ounces every 
four hours and should be kept warm. Colic is 
another complication. The bowel should be 
washed with a catheter and no feeding allowed for 
the first twentyfour hours. It is not ordinarily 
necessary to drug infants at this stage. If a seda- 
tive is indicated—rectal medication is very satis- 
factory. 


For melaena—the feeding need not be restricted. 
Any preparation of vitamin K along with bile 
salts is to be given by mouth. Where the stools 
are huge and contain 1othing but black blood— 
hypodermic injections have to be given. 


I started this article with the skin condition of 
the newborn. Pemphigus is one of them and a very 
dangerous one. The condition is best treated with 
sulphonamides, antibiotics and blood transfusion 
in serious cases. Isolation of the baby from the 
mother and in hospitals from other babies is 
urgently required. Thrush is another condition 
which requires urgent treatment and isolation from 
other babies. Thrush is better prevented than 
treated. Scrupulous cleaning of the nipples or the 
bottles as the case may be is one of the many essen- 
tials to be observed in the feeding of the infants. 
After each feed—the little one’s tongue is to be 
gently cleared with soft linen soaked in glycerine 
and borax combination. In actual infection with 
Oidium albicans—painting the inside of the mouth 
with glycerine pyroborate is usually curative. 
Gentian tiolet is messy and sodium thiosulphate is 
not entirely safe in the hands of ignorant relations. 


Another infective condition is also best pre- 
vented than treated. It is ophthalmia neonato- 
rum. The treatment is very satisfactory. Peni- 
cillin drops (1 in 500) every five minutes for the 
first hour and then every half hour will soon re- 
lieve the congestion. Recently aureomycin has 
been found to yield better results. If one is affect- 
ed the other eye should be protected. I have seen 
very bad cases of ophthalmia neonatorum. Even 
in days when antibiotics were not available— 
I never had to resort to canthotomy for drainage 
of the pus in such cases. If promptly treated, the 
condition is very amenable to treatment. 
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The above is just a resume of the conditions 
one has to be conversant with when in charge of 
a woman who has given birth to a baby. 

With the probable introduction of the National 
Health insurance Scheme the general practitioner 
is going to face such responsibilities as were, in 
days gone by, shared by the hospital and the 
specialist. 
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DRUG THERAPY IN HYPERTENSION 
MILTON MENDLOWITZ, .., 


The drugs which will be. considered in the 
treatment of hypertension are those which have 
been shown up to the present time to be of practical 
value. It must be emphasised that many drugs 
have either transient or minor effects on the blood 
pressure but are of little practical value in the 
management of the disease. Most of the drugs 
used act on the neurogenic component of the hyper- 
tension although there are some, like the thio- 
cyanates and the nitrites, which do not affect the 
sympathetic nervous system directly. The drugs 
which inhibit neurogenic sympathetic discharge in 
the terminal blood vessels may act at any one of 
four synapse levels, which are located respectively 
in the cerebral cortex, the hypothalamus, the spinal 
cord and the sympathetic ganglia. They may also 
block sympathetic nerve discharge terminally at the 
nerve endings. 


A. CorticaL BLockinc Drucs: 


Rouwolfia serpentina and phenobarbital—The 
two cortical depressants ordinarily used are pheno- 
barbital and Rauwolfia. In order to produce a 
complete inhibition of sympathetic nerve discharge 
with phenobarbital or any of the other barbiturates 
it would be necessary to give a dose sufficiently 
high to produce sleep. Somnolence therefore is the 
chief limiting factor of the hypertensive effort of 
this drug. 


Rauwolfia serpentina, on the other hand, pro- 
duces more hypotension and less somnolence or 
loss of mental acuity and is superior to phenobar- 
bital as a cortical depressant for the treatment of 
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hypertension. The crude drug, which is extracted 
from the roots of a tree has been known in India for 
many years. Purified alkaloids are available com- 
mercially. At the present time, in fact, it is the 
drug of choice for beginning therapy of the neuro- 
genic phase of essential hypertension, largely be- 
cause it has practically no undesirable side actions. 
2 mg. three times a day of the purified alkaloid 
or 50 mg. three times a day of a proprietary pre- 
paration (serpasil) are usually given. No with- 
drawal symptoms on cessation of therapy have been 
observed. If the hypertension is definitely neuro- 
genic, Rauwolfia preparations produce a signi- 
ficant drop in pressure in nearly every case. It 
does not completely inhibit sympathetic nerve dis- 
charge in the dosage ordinarily used, nor will in- 
creasing the dose produce any further effect as a 
rule than will 6-12 mg. per day. If the desired 
effect is not obtained with Rauwolfia, it is advisable 
to supplement this drug with drugs acting at lower 
synapse levels, 


B. HyYporHaALAMic BLOCKING DRUGS: 


The two drugs of practical value that act at the 
hypothalamic level are hydralazine and veratrum 
derivatives. 


Veratrum derivatives—The veratrum derivative! 
which seems most free of side effects is protovera- 
trine. This is given in dosages of 02 mg. 
to 0°5 mg. three times a day. The major draw- 
back to its use is the eventual development of 
nausea and vomiting which occurs with prolonged 
use, even with protoveratrine in a considerable 
percentage of the cases. There is also some question 
as to whether prolonged use of veratrum produces 
any cardiotoxic effects. 


Hydralazine—Hydralazine must be given in 
small doses, starting with 10 mg. three times a day 
and building up gradually until the desired effect 
is obtained. The upper limit is probably 600 mg. 
per day. This drug has many undesirable side 
effects many of which disappear as the drug is con- 
tinued. These include headache, nasal stuffiness, 
postura) hypotension, and oedema of the legs. 
Occasionally drug fever or the development of a 
psychosis preclude the use of the drug. With pro- 
longed use of large doses of the drug a reversible 
syndrome of lupus erythematodes and/or of rheu- 
matoid arthritis in general responsive to cortisone 
has been observed. 


In our experience this drug is best used in 
conjunction with Rauwolfia, especially after Rau- 
wolfia has failed to produce blood pressure levels 
which are optimal in any given patient as deter- 
mined by prior testing. With combined Rauwolfia 
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and hydralazine therapy most patients with hyper- 
tension, especially if it is neurogenic, can be con- 
trolled as far as sympathetic mervous vaso- 
constriction is concerned. 


Hydrergine—Hydrergine is a hypothalamic 


‘depressant active only parenterally and hence of 
limited value in hypertension. 


C. Autonomic GANGLION BLOCKING DRUGS: 


In an oceasional case it will be necessary to 
supplement the action of the drugs mentioned by 
substances acting at another synapse level in the 
autonomic ganglia themselves. The drug of choice 
for this purpose is hexamethonium bromide or 
chloride, other drugs which act at this level are 
tetraethyl ammonium chloride, quaternary amines, 
and pentamethonium derivatives. 


Hexamethonium—The hexamethonium group is 
a most potent autonomic ganglion blocking drug. 
It is also the most slowly excreted and therefore 
the most suitable for use in the therapy of hyper- 
tension. All tne drugs in this group are more active 
parenterally than they are on oral administration. 
Subcutaneous injections are usually given two or 
three times daily, starting with 5 mg. and building 
up to as much as 50 mg. three times a day. 


When this drug is used it is particularly im- 
portant to protect the patient by doing digital cir- 
culation or other objective studies of pressure and 
flow, preferably in a hospital, so that some idea of 
the basic blood pressure and vascular resistance can 
be- obtained. Without such information it is very 
easy with hexamethonium therapy to depress the 
blood pressure to the point of shock and decrease 
cardiac output. This form of shock is particularly 
treacherous, since it is not associated with tachy- 
cardia or any sense of alarm on the part of the 
patient. It may simply result in sudden collapse 
and death. Postural hypotension is also commonly 
seen with hexamethonium therapy, but decreased 
cardiac output and shock may be produced in the 
absence of postural hypotension. 


Constipation is rarely troublesome but may have 
to be dealt with if the drug is given over a long 
period of time. When the drug is given orally 
constipation is almost always a problem. Result- 
ing obstipation or intractable paralytic ileus have 
even produced fatalities. It is necessary to give 
100 times the active dose by mouth in order to 
obtain adequate absorption, and this is a pharma- 
cologically dangerous situation with so potent a 
substance as hexamethonium. If it is given by 
mouth this should be done only if the patient is 
under the most strict medical supervision, and the 
chloride is preferable to the bromide. Again the 
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aim should be to inhibit the neurogenic factor and 
not necessarily to depress the blood pressure to 
normotensive ranges. Collapse and shock are 
sometimes seen and appendicitis or ruptured 
ulcer are potential hazards which are a source of 
continued worry. Noradrenaline is an effective 
antidote for overdosage with hexamethonium. 


D. Orner DruGs or INDIRECTLY BLOcK- 
ING Nerve Enpincs, 


LARIES : 


Many other preparations have been used for the 
treatment of hypertension, but in our experience 
they have been of little value. Dibenamine and 
dibenzyline are active parenterally but are absorbed 
irregularly and tolerance to their action develops 
quickly. They inhibit sympathectic nerve endings, 
and there is no effective antidote to overdosage. 
The nitrites have only a slight effect on hyperten- 
sion in dosage which can be tolerated orally, and 
the thiocyanates, although moderately effective, 
have serious side actions. 


E. MEASURES : 


Not infrequently digital circulatory and other 
studies indicate that the hypertension is caused 
chiefly by intrinsic narrowing of the blood vessels 
which cannot be reversed by sympathetic inhibi- 
tion. Clinically this is more often seen in the 
advanced and especially in the ‘‘malignant cases’’. 
In such cases sodium depletion may be combined 
with drug therapy for the best results. A low 
sodium diet, however, is often impractical when 
used for ambulatory treatment. Supplementation 
by resins is also of limited value. 


Mercurial diuretics may be administered perio- 
dically to patients who have failed to adhere to a 
dietary regimen. The patient’s adherence to such 
a regimen must be checked from time to time by 
determination of sodium or chloride or both in the 
urine. Strict salt depletion may also produce a low 
salt syndrome, characterised by fatigue, weakness, 
uraemia, etc. especially in patients with renal im- 
pairment. This must be watched for vigilantly by 
clinical examinations and by periodic determina- 
tions of blood urea. 

Since the course of essential hypertension is 
extremely variable and the onset of the accelerated 
phase of malignant hypertension unpredictable, it 
is very difficult to assess the effects of any specific 
measure in terms of the natural history of the 
disease. The most that can be done at the present 
time is to treat rationally the abnormalities and to 
assess the effect of these measures on the course 
of the disease by continued observation over a pro- 
longed period of time. 


PUBLIC HEALTH 


HEALTH EDUCATION IN SOCIAL 
ASPECTS OF DISEASES 


With Special Reference to the Control 
Programme of Venereal Diseases, 
Tuberculosis and Leprosy 


J. K. BHATTACHARYA, M.B., D.P.H, (CAL.), 
M.P.H. (JOHNS HOPKINS), 
Assistant Director of Health Services, Social 
Hygiene and Health Education, West Bengal 
and Professor of Public Health & Hygiene, 
Nilratan Sircar Medical College, Calcutta. 


Social factors are being more increasingly re- 
cognised as important components of the total 
aetiology of diseases. The word ‘social’ is used to 
modify many words and phrases in current usage, 
e.g., social medicine, social hygiene, social case- 
work, etc. In all instances, it involves some 
aspects of an individual’s relationship to others. 
It also includes the individual’s feelings about these 
relationships and his resultant behaviour. In con- 
sidering the social aspects of the diseases, we shall 
consider those social factors which-are associated 
with disease. We shall discuss their effect upon the 
patient, his family and the community as well as 
their interrelationships. 


Socra, Factors In DISEASE 


Social factors may operate in two fields—(1) the 
environmental and (2) the personal. Poor housing, 
overcrowding, inadequate diet and poor nutrition, 
lack of adequate financial resources, poor working 
conditions are easily recognised as the social ele- 
ments in the total aetiology of diseases. 


Emotional elements which greatly influence 
diseases are receiving increasing amount of atten- 
tion. The approach employed by psychosomatic 
medicine takes them into consideration. The 
objective has changed from the treatment of the 
disease in man to that of the treatment of man in 
disease. These psychological and emotional factors 
not only contribute to the causation of the diseases 
but profoundly influence the programme of case- 
finding, case-holding for medical care and rehabi- 
litation. The study of the patients’ mental re- 
actions, in their response to the disease assumes 


great importance. 
MENTAL PROCESS AND REACTIONS 


Individual mentation depends largely on ex- 
perience. Individuals vary in their experience 


. 
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and vary accordingly in their pattern of thinking 
and behaviour. Experience does not vary on 
haphazard lines but has certain constants in areas, 
time and places. Man is a social animal ‘and 
throughout his entire individual existence he has 
to submit to systematic social and cultural pressures 
which will determine largely his mental reactions 
and behaviour. Race, nationality, religion in them- 
selves may not be so important but the patient’s 
following of racial and social customs, supersti- 
tions and prejudices and interpretation of religious 
instructions are. The ancient social and cultural 
modes are a far more vital force inspite of the 
change of time and alien influences. Few of us 
are wholly free from these ancient modes remi- 
niscent of the primitive customs and practices. 
Few, indeed, are not constrained in some degree 
by the influence of close relations (parents, wife 
etc.) whose belief in time-honoured ways is. still 
unquestioning. Such beliefs in fact still permeate 
the lives of many people who, at first sight, seem 
to be totally free from this influence. 


How an individual will react at the illness will 
be determined not only by his cultural background 
and the community he belongs to, but also by his 
most intimate group—‘‘his family’’. Some know- 
ledge of this background is fundamentally necessary 
for the understanding of the reactions of the people 
to the diseases. The reactions due to illness are the 
resultant of the combination of various forces 
apart from the physical constitution. The more 
important of these are: (1) personality of the 
patient—his experience, (2) nature of the disease, 
(3) the time in his life when the disease occurred, 
(4) his status in the family and (5) his current 
social relations. The combination and _inter- 
actions of these factors determine. the extent of 
the mental disturbances due to illness. The more 
commonly observed disturbances are: (1) fear, 
(2) conflicts, (3) feelings of guilt with internal 
and external projections and (4) feeling of 
shame. 


Fear, related to diseases and the methods of 
treatment, is very common and is met with in vary- 
ing degrees in most cases. Par excellence, it is 
seen in case of leprosy, because of the fact that the 
primitive or tribal type of reaction to the mutilated 
disfigured persons mostly occurs in our society. 
This is accentuated due to our colossal ignorance 
about the disease and the stigma of social ostracism 
attached to 4t. : 

Conflict and sense of guilt are more importantly 
and pathetically seen in tuberculosis where a 
young adult full of hopes and promises, comes 
down with this scourge which he refuses to re- 
cognise in the socio-economic and familial context, 
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fights it valiantly but ineffectively until he is 
knocked out. 

Feelings of shame and guilt are mostly seen in 
cases of venereal discases and in the social dis- 
approval directed against them. 

These reactions to the social diseases are 
challenges that have to be met by all social workers 
including sociologists, psychologists, anthropo- 
logists and physicians in order to carry out an 
effective control programme. 


VENEREAL DISEASES 


Venereal diseases, as a medical problem, mean 
a dangerously communicable disease due to inti- 
mate contact. Therapeutic measures with anti- 
biotics have progressed so far as to render a patient 
suffering from syphilis and gonorrhoea non-infec- 
tious in a very short time and complete cure can 
be achieved very soon. Case-holding for treatment 
is no longer a problem. Case-finding remains 
however the most difficult problem because vene- 
real disease is not exclusively a medical problem. 
In many patients, venereal infection stirs up feel- 
ings of shame, guilt and panic. Their mental 
attitude may include all the frustration, guilt and 
confusion. The manner in which the patient is 
handled is of utmost importance. It may deter- 
mine which alternative he will choose: (a) to 
handle his sex-life more usefully and effectively 
in the future with a corresponding rise in social 
responsibility or (b) to continue to make mistakes, 
deal haphazardly with the important sex-factor in 
his. social adjustments and undergo repeated 
infections. 

Effective control of these dangerous, contagious 
diseases can only be attempted by more useful edu- 
cational methods to raise the standards of social 
responsibility of the public through a more adequate 
and rational understanding of the role of sex in 
human dynamics. In the various factors composing 
the social aspects of venereal diseases, the most im- 
portant challenge is to organise a rational and 
scientific methodology of sex education. We are 
all intensely interested in giving our children 
education in all conceivable branches of arts and 
science. But we have miserably failed to provide 
our young adults with the essential education as 
to ‘“‘how to live and to adjust their social and emo- 
tional relationships’. It is the onerous duty of 
the social workers to educate adequately and effi- 
ciently the three parties vitally concerned viz., 
parents, teachers and the physician. 


‘TUBERCULOSIS 


The major objectives in a tuberculosis control 
programme are (1) prevention, (2) case finding, 
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(3) medical care and isolation, (4) after-care and 
rehabilitation and (5) protection of the tuber- 
culous patient and his family against economic 
distress. Educational procedures to rationalise the 
attitude of the patient to seek early diagnosis and 
to accept the recommendations for medical care are 
important. But more important are the social 
factors which would protect the tuberculous patient 
and the family against economic distress and 
would provide facilities for rehabilitation. Tuber- 
culosis is an epidemiological and social disease 
which is important not only in terms of public 
_ health but also in terms of public economy. The 
family broken by a long period of illness or by the 
death of the bread-winner is facing ruin. The 
affected person suffering from prolonged illness is 
usually disabled and needs to be rehabilitated. If 
this is not done, the full benefits of medical care 
cannot be realised. A major important factor in 
the social aspect of the tuberculosis control pro- 
gramme is economic rehabilitation of the patient 
and the family. Much unnecessary incidence of 
the disease could be prevented with a programme 
of health education with the emphasis on the con- 
trol. of the spread of disease from the infected 
persons to the other members of the community 
and immunisation of the susceptible groups. 


LEPROSY 


It is a loathsome disease which provokes re- 
actions of horror and repercussion in the shape of 
social ostracism. This response is mainly due to 
our ignorance of early diagnosis and proper treat- 
ment of the disease. Unfortunately there are many 
lacunae in the study of the natural history of this 
disease. Case-finding is a difficult job. Still more 
difficult is case-holding because of the long incuba- 
tion period and long duration of the course of 
treatment and uncertain end-results. Recent 
advances in the treatment of the disease by the 
sulphones have raised high hopes of finding an 
efficient and less prolonged treatment. This thera- 
peutic agent which is still in an experimental stage 
should be broadcast with caution. Hopes pitched 
high up, if broken, would result in severe frustra- 
tion and would have adverse repercussion on the 
leprosy control programme. We should depend 
more on the slow but effective educational proce- 
dures. The educative procedures aimed to conquer 
the most apparent fear-complex of the disease and 
to rationalise the attitude of the patient as well as 
the public must start with the medical profession. 
The medical profession, specially the young under- 
graduates, need knowledge to rationalise their out- 
look about the disease and the therapeutic proce- 
dures. 
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The main challenge to the social workers in 
these fields is to provide a rational and balanced 
health education programme among the medical 
profession and the pubiic to help in (1) case-finding, 
(2) medical care and isolation, (3) rehabilitation, 
and (4) control of the spread of the disease from 
the infected: to the healthy members of the com- 
munity. 
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CASE NOTES 


CLEIDOCRANIAL DYSOSTOSIS IN 
AN INFANT 


D. N. CHATTERJI, 8. (cAt.), (Lonp.), 
Visiting Paediatrician, 
Chittaranjan Sishu Sadan Hospital, Calcutta. 


Cleidocranial dysostosis is a congenital syndrome cha- 
racterised by the absence of part or whole of one or both 
the clavicles and often by delay in ossification of the 
skull. It was first described by Morand (1766) quoted 
by Neale (1953) and then by Thomas Barlow (1833) but 
till Marie and Sainton (1898) quoted by Neale (1953) 
nicely coined the descriptive name the condition did 
not attract much attention. In 1894 they presented a 
father and son both manifesting similar abnormalities. 
A year later a mother and daughter with similar ab- 
normalities were presented. Fitzwilliams (1910) analysed 
sixty cases. Fitchet (1929) reviewing the whole subject 
pointed out that the title was not strictly accurate since 
the only constant abnormality was cleidal dysostosis and 
other abnormalities might or might not be present. 
(Neale, 1953). 


ABTIOLOGY : 


The defect is a developmental disturbance which is 
sometimes genetic in origin in which case it is trans- 
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mitted as a dominant character. In others probably 
environmental factors are responsible—giving rise to 
sporadic non-hereditary cases (Warkaney, 1951). 

It can be transmitted both by the father and by the 
mother. There is no evidence that consanguinity plays 
any part. 

Males and females are equally affected. Defective 
bones are usually membranous in origin—however the 
ends of clavicles which are derived from cartilage are 
also often missing. The developmental defects start 
very early, probably in the second month of intrauterine 
life. 


PATHOGENESIS : 


Nothing is really known. The following hypotheses 
have been put forward: (1) The causal factor in mal- 
development of the membranous bones is deficiency in 
some chemical constituents (Fitzwilliams). (2) The 
condition is a tendency to reversion to the type of ani- 
mals with rudimentary clavicles e.g., carnivora, or 
(3) It is due tu abrupt variation in the human type, 
i.e., mutation. But none of these hypotheses is really 
convincing, nor can any one account for all the changes 
found in different cases (Neale, 1951). 


CLINTCAL FINDINGS : 


Clavicle—The entire clacivle may be absent (Sheldon, 
1951) or the acromial and sternal portions only present 
and the rest missing. Sometimes the two ends are 
joined by a narrow fibrous structure, appearing in x-ray 
as a fractured clavicle. It is rare for one clavicle only 
to be absent or deficient. More often the sternal end 
is present and the rest is absent. In rare cases only 
the acromial end may be present. The conditions of the 
muscles attached to the clavicles naturally vary with 
the state of development of the clavicle and often the 
clavicular portion of the trapezius is absent. 

In marked clavicular defect the shoulders can be 
approximated in front to a remarkable degree. 

Skull—At birth fontanelles are unduly large and 
sutures, wide open due to excessive deiay in ossifica- 
tion of the bones. Closure is usually delayed and 
though frequently complete between 20-25 years, may 
not occur at all. Parietal bones may remain completely 
unossified. Sutures may sometime close with interposi- 
tion of wormian bones. The skull appears globular 
and may have bosses. 


Due to the underdevelopment of facial bones the 
sinuses may be absent or rudimentary. The palate is 
usually high-arched and cleft palate may also be asso- 
ciated. Dentition is usually irregular and deciduous 
teeth may persist upto 10-12 years, 


Other associated abnormalities—There may be defor- 
mities of vertebrae producing kyphosis or scoliosis. 
Bones of fingers and toes might also be defective. In 
some cases delay in ossification of pubic bones have 
also been reported. In very rare instances chondrodys- 
trophy has been found in association with the syndrome. 
(Warkaney, 1951). Infantile type of coxa vara has at 
times been associated with it. 
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DIFFERENTIAL, DIAGNOSIS 


In a typical case it is not at all difficult; but the fol- 
lowing should be kept in mind, e.g., hydrocephalus, 
intrauterine fracture of clavicle. 


PROGNOsIs : 


These children grow normally to adulthood, except 
that the vault of the skull may remain soft upto the 
twenties. 

They are usually short in stature but are mentally 
normal and their general health remains unaffected by 
this condition. 


TREATMENT 

No specific treatment is known. Attention to the 
teeth which are often deformed and to the soft cranium 
is all that can be advised now. A word of caution is 
required lest the wrong diagnosis of hydrocephalus 
might expose the baby to unnecessary hazards of re 
peated lumbar puncture. The condition should be ex- 
plained to the parents and they should be assured about 
the benign nature of the disease, 

Many cases have been reported all over the world 
since the first by Morand (1766) quoted by Neale (1953). 
No reference of any case in Indian literature could be 
found, and as the present case manifested some interest- 
ing features, it was thought worth reporting. 


REPORT 


A male infant aged 3 months was brought to 
the Chittaranjan Sishu Sadan Out-Patients’ Depart- 
ment on 14-2-1953 with the complaint that a large 
area over the skull was soft. The mother said that 
the area seemed to her to be too big for the age 
of the baby. 


The baby was the second of her parents, born 
at full time naturally. The first one was a male 
baby also born at full time, naturally, but died of 
pneumonia at the age of 1 year 2 months. He 
had no such abnormalities. 


The mother was 25 years and father 42 years 
of age and both in good health. The mother had 
similar defect in her skull (Fig. 1, vide Plate), the 
vault became firm only at the age of 22 years, 
but still had a prominent depression—the tell-tale 
deformity on the frontal bone along the sagital 
suture. There was no history of consanguinity. 

On enquiry no other member having similar 
deformity could be traced on either side of the 
parents. 

The baby though small, was quite active and 
jolly, weighing only 5 Ibs. 5 oz. 

The whole of the cranial vault was soft and 
yielding and no trace of the parietal bones could 
be detected clinically. Tension was not raised. 
Circumference of the head was not big for the age. 
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Right clavicle could not be detected on palpation 
and the lateral part of left clavicle also appeared 
deficient. The shoulders could be approximated 
anteriorly to an unusual extent (Fig. 2, vide Plate). 

No deformity could be seen or felt along the 
spinal column clinically. 

Blood: Hb. 50 per cent (Adam-Sahli), R.B.C. 
3°56 million/c.mm., serum calcium 10°5 mg. per 
cent and serum phosphorus 5°4 mg. per cent, 
alkaline phosphatase 18 units (King and Arm- 
strong). W-.R. and Kahn tests negative. 

Skiagraphy showed the following: 1. Absence 
of right clavicle (Fig. 3, vide Plate). 2. Defec- 
tive development of the left clavicle, its outer 
third being invisible. 3. Partial calcification of 
body of C-4 vertebra. 4. Non-mineralisation of 
body of C-5 vertebra. 5. The greater part of cal- 
varium consists of membranous bone; parts of 
frontal and occipital bone show calcification 
(Fig. 4, vide Plate). 

The interesting features of the case ere: The 
case was presented as a suspected case of hydre- 
cephalus. The parietal bones were clirically 
absent. The right clavicle was completely absent 
and the left deficient in its lateral part. Another 
interesting feature is the partial calcification of the 
body of C-4 vertebra and non-mineralisation of the 
body of C-5 vertebra. 


SUMMARY 


A case of congenital cleidocranial dysostosis in an 
infant is reported. 

Literature has been reviewed. Aetiology, pathogenesis 
and clinical features have been discussed. 

A plea made for non-interference, particularly not 
exposing the baby to repeated lumbar punctures. 
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STREPTOMYCIN ENCEPHALOPATHY 


L. K: GANGULI, s.sc., mv. (cay.), MRCP. (ED.) 


Hony. Junior Visiting Physician, 
Nilratan Sircar Medical College and Hospitals, 
Calcutta. 


Streptomycin as ‘a_ therapeutic agent is widely used. 
Neurological complications during the therapy are not 
uncommon. Keefer et al (1946) have studied the effects 
of streptomycin in 1000 cases and noted vertigo, tinnitus, 
deafuess and parasthesia under ‘“‘neurological reactions’’. 
Not a single case of encephalopathy was observed. In 
the M.R.C. report (1950) investigators noticed giddiness 
in 12 per cent of cases as toxic reaction. Garrod (1950) 
while describing the toxic effects of streptomycin has 
mentioned that of all neurological complications, vesti- 
bular dysfunction comes first followed by deafness in 
severe cases. Death may be caused in patients who have 
impaired renal function. 

Encephalopathy following streptomycin therapy is 
rare. In the case reported here the patient developed 
encephalopathy while being treated with dihydro strepto- 
mycin sulphate (D.S.S.). Her renal fuanc‘ions were 
normal. Two other examples of death after administra- 
tion of D.S.S. have been reported in literature. Saccani 
and Baschieri (1952) reported a fatal case of acute ence- 
phalopathy following treatment with streptomycin only. 
A woman of 42, after receiving 6 g. (i g. t.d.s.), I.M., 
became comatose and died. She had fever, leucopenia 
and tachycardia. The cerebrospinal fluid was normal. 
No autopsy data were mentioned. Banerjea and Roy- 
choudhury (1953) reported a similar fatal case in a female 
child of 13, suffering from tuberculous peritonitis. She 
was being treated with both D.S.S. and para-amino- 
salicylic acid. After receiving 10 g. she suddenly be- 
came restless, developed tachycardia and dyspnoea. She 
gradually became comatose. Rigidity of the neck with 
bilateral extensor plantar response set in. The C.S.F. 
was normal except lymphocytosis (34/c.mm.). She ex- 
pired on the eighth day of onset of complications. 
Autopsy report was not available, 


Case REPORT 


A female housewife, 45 years old, was examined 
on 21-12-1953. She complained of a sense of 
heaviness of the abdomen for one month. A fort- 
night back she became febrile and developed cough 
with expectoration. She had only one attack of 
haemoptysis on the day she developed fever. She 
was a chronic sufferer from malaria and bleeding 
piles. Her bowels were irregular and appetite 
was poor. She was found to be poorly nourished 
and anaemic. Oedema was present in the legs 
only. The abdomen was full and vigorous visible 
peristalsis was present. The feel was doughy. 


Rolled up omentum at the upper part of the abdo- 
men and a mass of matted lymph glands were pal- 
pable in the umbilical region. The liver was 3 
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fingers enlarged and firm and the spleen 3 fingers 
enlarged and hard. There was a spindle shaped 
mass in the left, iliac fossa. There was free fluid 
in the peritoneal cavity. Any abdominal tender- 
ness was absent. The heart was normal. Moist 
sounds were present at both the bases of the lungs. 
The temperature was 100°F. Pulse/Respiration— 
110/24 per minute. Blood pressure—S/D= 130/70 
mm. Hg. 

Laboratory and Radiological Findings—Hb.— 
55 per cent (Sahli), R.B.C.—2°8 million/c.mm.; 
W.B.C.—7,300/c.mm.: polymorphs—60 per cent., 
lymphocytes—32 per cent, and eosinophils—8 per 
cent; E.S.R.—20 mm. per hour (Westergren) ; 
urine and stools—no abnormality ; sputum—no 
A.F.B. found ; skiagram of the chest—no infiltra- 
tion present ; straight x-ray of the abdomen showed 
a small calcified oval body. 

Treatment and Follow-up—The usual routine 
treatment was started with absolute bed rest, 
vitamin B complex and ferri et ammon citras by 
mouth and a salt restricted diet. On the ninth day 
of admission (30-12-1953) dihydro streptomycin 
sulphate 1 g. a day combined with sodium salt 
of para-aminosalicylic acid 24 g. t.i.d. and isoniazid 
50 mg. t.i.d was started. On the 5th day of the 
treatment PAS had to be withdrawn due to severe 
intolerance. On the 12th day of the treatment she 
complained of slight vertigo. By this time she 
had remarkable improvement. The temperature 
became normal, the abdomen became soft, the size 
of the matted mass was reduced and oedema of the 
feet disappeared. She had a general sense of well 
being and the appetite improved. Her weight in- 
creased and the haemoglobin percentage gradually 
increased (3-1-1954—65 per cent, 10-1-1954—75 per 
cent, 17-1-1954—75 per cent and 24-1-1954—75 per 
cent). On the 15th day of the treatment her vertigo 
became intense and nausea and vomiting appeared. 
All medicines had to be omitted. After 15 days 
of withdrawal of the drug when the nausea and 
vertigo disappeared, D.S.S. was started again with 
a lesser dose (4 g.) twice weekly. This was conti- 
nued for three weeks and she showed good tole- 
rance. On the 50th day of the treatment the dose 
was again increased to | g. a day, on alternate days. 
On the 56th day of the treatment after receiving 
21 g. of D.S.S. she suddenly became very restless 
and complained of severe headache. There was 
very slight vertigo. Next day towards noon she 
became comatose. There was no neck rigidity, 
Kernig’s was absent ; pupils were equal ; light re- 
flex was present but sluggish. Deep jerks were 
present and equal. There was no plantar response. 
The temperature was normal. Pulse—140 per 
minute. Blood pressure—S/D= 140/80 mm. Hg. 
On the 58th day the pulse became imperceptible 
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and the blood pressure began to fall: Antihista- 
minics and synthetic suprarenal extracts by intra- 
muscular injections were started. A lumbar punc- 
ture was done and the examination revealed : 


Tension—normal ; clear watery fluid with no 
cobweb formation on standing. Biochemical— 
sugar—60 mg. per cent; chlorides—760 mg. per 
cent and total protein—30 mg. percent. Bacterio- 
logical—Total W.B.C.—5/c.mm. All lymphocytes; 
smear—no organisms detected ; culture—sterile. 
Urine—showed albumin in traces, sugar and ace- 
tone were absent. She remained unconscious till 
her death on the 61st day. Autopsy was not per- 
mitted. 


DISCUSSION 


The pathological findings in death, in the case of 
any hypersensitive reaction,. are numerous pin-point 
haemorrhages in the white matter (acute haemorrhagic 
leuco-encephialitis)—a feature of non-specific reaction. 
The toxic reactions causing encephalopathy, may be in- 
duced by a great number of chemotherapeutic agents. 
This is ‘hypersensitive reaction’? and the reaction 
patterns are the same whether induced by arsenic or 
streptomycin. It is an accepted fact that this reaction 
is not due to the overdosage of the drug. This is also 
evident in all the cases discussed in this paper. In 
Saccani and Baschieri’s case the patient received 6 g. of 
streptomycin in two days, developed encephalopathy and 
died within a short period. In the case reported by 
Banerjea and Roychoudhury (loc. cit.) the patient re- 
ceived 10 g. of streptomycin in twenty days and died on 
the 8th day of the onset of the complication. In the 
present case, the patient received 21 g. of streptomycin 
in the course of fifty-six days and died on the 5th day 
of the onset of the complication. There is no correla- 
tion between the amount of drug and the number of 
days of administration, to the development of encepha- 
lopathy. Bergstrand (1950) has pointed out that many 
of the chemotherapeutic agents are not antigenic them- 
selves, and the drugs do not fill the role of an antigen. 
The reactions are not due to the actual drug but a mani- 
festation of an already existing state of hypersensitivity. 
How this sensitisation occurs is not clear at present. 

The case under report developed acute cerebral cata- 
strophe during streptomycin therapy. Death occurred 
on the 5th day of the onset of the complication. The 
clinical and laboratory findings lead one to believe that 
she developed encephalopathy and died as a result, ” 


SUMMARY 


A case of streptomycin encephalopathy is reported. 
It is suggested that hypersensitive reaction is due to 
factors other than the drug itself, 
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SKJ Now Available In India 
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WN action for comprehensive 
antispasmodic therapy 
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relaxation for the soma 


Within 24-72 hours after ingestion, the 
comprehensive Nablan formula gener- 
ally controlled painful visceral spasm 
arising either from organic dysfunc- 
tion'-? or psychogenic factors. Among 
the varieties of spasm treated with 
SS Nablan — and réported by Kilstein'~— 
Sw are peptic ulcer, spastic irritable colon, 
SSS spastic constipation, chronic cholecys- 
titis, and biliary colic. When admin- 
istered in therapeutic dosage, Nablan 


is generally nontoxic. 
Each Nablan tablet contains these coacting 
ingredients : 
Hyoscyamine sulfate ........ 0.1 mg. 
Atropine sulfate .................. 0.02 mg. 
Scopolamine hydrobromide 0.006 mg. 
Phenobarbital ...................... 16.0 mg. 


Supply: Tablets, bottles of 25. 


1. Kilstein, R. 1.: Rev. Gastroenterol. 14:171, 
1947. 2 Morrissey, J. H.: Urol. 57:635, 1947. 
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The importance of the first 
two years of life in determining 
the physical development 
achieved at maturity is now 
fully realised. Obviously, one of 
the most important, factors 
governing physical development is 
nutrition. It is essential, therefore, 
to set the baby off to a good start 
by proper attention to diet. 


After the fifth month of life, mother’s 
milk is not sufficiently nutritious 

for healthy growing infants and a 
good substitute must be found. 
iDUMEX BABY FOOD is ideally 
suited to fill the gap between breast 
feeding and the intake of solids. 


‘Its advantages are manifold: 
Simple protein fractions e Homogenized fat 
globules @ Increased Lactose content e Vitamin 
D and Iron in optimal quantity e Contains 
the essential Vitamin Bs @ Made only from 
the milk of Tuberculin-Tested cows. BABY FOOD 


DUMEX LIMITED, WAVELL MOUSE BALLARD ESTATE SOMBAY-1 


a 
a 
~ 
4 
SES 
vied) 
a 
' 
x, 
te 


JANUARY 16, 1955 


ABDOMINAL PARACENTESIS IN HYDRAMNIOS—RAMA RAO 


Professor of Medicine, Medical College, Calcutta, for the 20 gauge needle by tapping just below navel. 


help received in preparing this article. 
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ABDOMINAL PARACENTESIS IN ACUTE 
HYDRAMNIOS IN DOMICILIARY 
PRACTICE 


M. V. RAMA RAO, 
Tekkah. 


Patient, Mrs. R. J. Naidu, aged about 38 years, 
7th gravida consulted on 28-9-1953 for the relief 
of dyspnoea and rapid increase in the size of the 
abdomen causing pressure symptoms during the 
last ten days of the sixth month of pregnancy. 
There was uneasiness, heaviness of abdomen, 
distress on taking even small quantities of food, 
and during the last ten days oliguria and marked 
constipation. 

The patient had 5 previous normal deliveries, 
issues all living, 6th pregnancy ended in an abor- 
tion at 5th month. The last child was 4% years 
old has a saddle-shaped nasal bridge and frontal 
bossing of the head. 

Physical examination showed a slightly anaemic 
ill-nourished woman. There was slight oedema 
over the shins. Angular stomatitis and glossitis were 
present. Heart and lungs normal. Height of the 
fundus corresponded to 9 months pregnancy, and 
the uterus was tense with a cystic feel. Fluid 
thrill was present, foetal parts not felt and foetal 
heart sound not heard. Funicular souffle was heard 
in the left lower quadrant. Ballotment of foetus 
was easy. Shifting dullness was absent. The 
swelling was found to be caused by an overdis- 
tended uterus. In the right hypochondrium the 
distended bowel was prominent. Temperature was 
99°8°F, P/R—84/20, B.P.—116/96 mm. Hg. 
Urine showed no albumin. 

A diagnosis of acute hydramnios was made after 
excluding the possibility of multiple pregnancy and 
ovarian cysts associated with pregnancy. 

Treatment—I. V. glucose 50 c.c. and I.M. 
vitamin B complex were given. Soap water enema 
was also given—all at the patient’s home. 

29-9-1953. Paracentesis of the uterus was done 
aseptically with an all glass ‘syringe (50 c.c.) and 
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When 54 ounces of clear fluid were let out the 
patient -was relieved of the subjective symptoms. 
Puncture wound was sealed. Originally I used to 
use the old type of L. P. needle. I now find the 
20 gauge syringe needle more satisfactory for 
the purpose. A mercurial diuretic was given I.M. 
Response was good. She was put on alkaline hexa- 
mine mixture with vitamin B and C tablets orally. 

On 3-10-1953 the patient again complained of 
the heaviness of the abdomen, a sense of fulness 
even on taking a small amount of food, and decrease 
in the urinary output. The tongue was moist and 
clean, and the temperature was normal. Weight 
was 98 Ibs. Antisyphilitic treatment with 1% c.c. 
of P.A.M. intramuscularly was instituted. Oral 
medication was continued as before. 

On 4-10-1953 another injection of mercurial 
diuretic, I.M., was given, the response to which 
was satisfactory. 

On 5-10-1953 the girth round the abdomen -vas 
36-%". The same treatment was continued up to 
12-10-1953. 

On 13-10-1953 the patient was put on digestive 
enzymes with hydrochloric acid. 

On 19-10-1953 the uneasiness and dyspnoea 
were appreciably reduced in severity. Bowels were 
more regular and the patient could take solid food 
twice a day. The weight was 102 lbs. and the 
girth round the abdomen was 31%”. The patient 
was put on intravenous sodium iodide and intra- 
muscular vitamin B complex injections. These 
were repeated twice a week. 

The patient required a short course of anti- 
histamine on 5-11-1953 as she developed a mild 
attack of urticaria. 

On 7-11-1953 the patient felt normal. 
was 98 Ibs. 

The patient had a full term natural delivery in 
her home and a fully developed healthy living male 
child was born. No congenital abnormality was 
detected. The puerperium was normal. The patient 
throughout attended only as an out-patient. 

This case is reported for the following reasons: In 
my previous cases paracentesis particularly when re- 
peated, always caused premature labour. In this case 
after 54 ounces of finid was let out the. expectancy of 
pregnancy continuing..up to term was thought to be 
remote. Secondly, injections of mercurial diuretics were 
used empirically because it was not known whether it 
would’ be effective in hydramnios. I beli¢ve these 
injections did her good. It is gratifying to note that the 
child was normal. 

Thongh the Wassermann test could ‘not be done, I 
think from the history of the preceding abortion and 
finding of some luetic stigmata in the last child and 
history of exposure from the husband, a course of anti- 
syphilitic treatment was indicated. 
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CALCUTTA, JANUARY 16, 1955 


FIRST WORLD CONFERENCE ON 
MEDICAL EDUCATION 


Whether medical education should be conti- 
nued in its present form or the system should be 
revised and remodelled according to the changed 
condition of the time is a question that has been 
agitating the medical world for a considerably long 
time. The eminent members of the medical pro- 
fession and the medical scientists have of late 
agreed that the present system of medical educa- 
tion requires to be thoroughly remodelled. 


It has been now definitely felt that the present 
system of medical education which is being followed 
from years back, though there might have been 
slight modifications now and then, does not agree 
with the advancements attained by medical science 
in the present age. During the last twentyfive 
years, medical science has brought to light new 
knowledge and this is again expanding from day 
to day. This knowledge has become a challenge 
to the old method of education inasmuch as it has 
been found from experience to be incapable of 
fully utilising the progressive results of scientific 
research. 


How we must educate the youth to respond to 
this challenge of science has become such a pro- 
blem that medical men and scientists from various 
countries held for the first time a conference under 
the auspices of the World Medical Association to 
discuss this matter. Sir Lionel who presided over 
this conference, in an inspiring address (reproduced 
in the issue of December 1, 1954) gave an accurate 
analysis of the present position and offered sugges- 
tions which are sure to help evolve a new method 
of medical education. 

Sir Lionel drew attention to the three main 
aspects of medical education, viz., (1) the selection 
of students, (2) the teachers, and (3) the subjects 
taught. 


Regarding the students, Sir Lionel thought that 
they should be recruited from “‘the upper one third 
stratum of the normal distribution of intelligence’’, 
that is, the students should be sufficiently above 
a high average. Medical students in his opinion 
should be recruited on individual merit, ability and 
character quite independent of family or class 
distinction. Though he conceded that a ‘‘cultured 
and philanthropic family tends to foster desirable 
qualities’’. 


In the teaching of medicine, he suggested the 
wide use of some form of tutorial system. Rela- 
tively young qualified and experienced members 
should be appointed as Clinical Tutors to whom a 
small group of students can be attached. These 
tutors should be well-paid. ‘The group could 
gather with the tutor, once or twice a week from 
their several and different duties and discuss with 
him the doings and experiences of the week.”’ 
Such a tutor could direct studies, review the work 
of the week, integrate and co-ordinate the various 
experiences. In case such tutors are available, Sir 
Lionel warns that they should not be overloaded 
with too many students, as the personal atmosphere 
will be destroyed. 


Sir Lionel discussed the teaching of medical 
subjects in some details and advocated integration 
of some of them. He referred to Sir Cliffords 
Allbutt’s views against separation of medicine and 
surgery and himself recommended the integration - 
of physiology and anatomy as a single subject in 
the curriculum. This integration of subjects is 
however question which would require the serious 
consideration of all medical educationists, because 
it would completely upset the present arrangement. 
Sir Lionel wanted to give sufficient stress on pre- 
ventive and social medicine. This, however, is a 
subject in which the World Health Organisation 
takes a special interest and which has been widely 
accepted the world over. 


During the discussions at the first World Con- 
ference on Medical Education held at London in 
1953, a large number of experts spoke on various 
subjects relating to the different aspects of medi- 
cal education. As regards teaching of anatomy 
and physiology, it was generally agreed that the 
minutest details should be left out. Instead, there 


ae" 
‘ 
"a. 
oie 
310 
| 


JANUARY 16, 1955 


should be greater emphasis placed upon the practi- 
cal utility of the knowledge of these subjects in 
further studies. Pending integration of these two 
subjects as done in Birmingham, a periodical con- 
ference between the teachers of anatomy and phy- 
siology was recommended. 


A closer co-operation between the pathology 
department and the clinical departments was 
called for. The teachers of special departments 
were warned to see that ‘‘the study of specialities 
should be so balanced that the student dves not 
take a lopsided view of their importance.’’ Specia- 
lists should confine the detailed teaching of their 
speciality to the post-graduate period. At the 
beginning of the clinical period, most speakers 
were in tavour of “‘introducing students to the main 
clinical subjects and to pathology, bacteriology and 
pharmacology in an ‘‘introductory’”’ or “‘basic’’ 
course which would provide a broad view of the 
modern approach to the study of disease processes 
and to the principles of modern therapeutics’’. 
Pending integration of teaching of medicine and 
surgery, a closer co-operation and frequent joint 
consultations were considered essential. It was 
generally agreed that the students must be aware 
of the possibilities and scope of modern surgery. 
But there is no justification for surgeons to try 
to teach details of surgical technique of a variety 
of operations. In under-graduate training in obste- 
trics, students should be ‘‘increasingly concerned 
with the study of the antenatal and postnatal 
care and with the general study of the phy- 
sical, psychological and social problems of child- 
bearing.”’ 

In general, the medical education imparted 
should be ‘‘of a general nature, so as to make the 
student familiar with the most important scientific 
facts in all branches of medicine, leaving the final 
specialised instruction and orientation until later.’’ 
‘*All were agreed on the value of using out-patient 
clinics, and even the home, in addition to the 
hospital ward, as places of instruction, so as to 


. familiarise the student with certain aspects of his 


future professional activities.’’ 


The comparative merits of full-time and part- 
time teachers were discussed. Full-time teachers 
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were deemed necessary for preclinical courses. In 
clinical course, most speakers believed that ‘‘full- 
time teaching need not be adopted as an invariable 
rule’. Full-time teachers should be highly paid 
and part-time teachers should also be adequately 
remunerated for their hospital and teaching duties. 


There was unanimity of opinion, however, in 
recommending that the ‘‘number of students in a 
faculty of medicine should comply strictly with the 
training requirements and the teaching capacity 
of the institution.”” As regards teachers, it was 
said ‘‘not all the attributes of the fine teachers 
could be learnt by taking pains, but a “‘poisonous’’ 
manner could often be improved.’’ ‘The angry 
surgeon was a bad influence’. ‘‘The silent, pre- 
occupied, surly surgeon was useless to the 
student’. They  ‘“‘stressed the importance of 
amiability in the teacher.”” There should also be 
close co-operation between the whole-time pro- 
fessors and their ‘‘part-time colleagues.”’ 


In India, some medical colleges are managed 
by the State Governments while others are 
managed by private societies. It is a pity that most 
of the State Governments do fiot provide sufficient 
funds for proper management of State medical 
colleges and their attached hospitals. 


The Central and State Governments as well as 
the universities and the Medical Council of India 
must see that the ‘‘training requirements and teach- 
ing capacity’”’ of every medical college is brought 
up to the desired standard. It is essential to 
ensure that all categories of medical teachers are 
adequately remunerated for the services rendered. 


There might be disagreements in some of the 
points raised and discussed, but on the whole the 
discussions will receive serious consideration in 
tackling the most fundamental of all medical ques- 
tions—education. It has been suggested that the 
conference on Medical Education should be held 
again after 4 or 5 years to carry the matter further. 
In the meantime, we hope, the educationists 
should not remain complacently satisfied with 
themselves and their methods, as it has been defi- 
nitely felt that talents will be wasted or misused 
when the structure and content of the present day 
medical education are considered faulty. 
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CURRENT MEDICAL LITERATURE 


Treatment of Shock in Myocardial Infarction 

GRIFFITH AND OTHERS (Circulation, 9: 527, 1954) write 
that the promptness with which measures for combating 
shock were instituted was of paramount importance. 

All 134 patients were first treated by such obvious 
routine measures as proper positioning, relief from pain 
and cold, easing of anxiety, and control of other factors 
which might contribute to shock. Continuous adminis- 
tration of oxygen to each patient through a nasal catheter 
or mask, or by means of intermittent positive pressure, 
assured a sufficient supply of oxygen at all times. 
Phlebotomy or administration of ethyl alcohol vapour was 
required in instances of persistent failure. Morphine 
sulphate, administered intravenously, proved of value in 
relieving shock, a pressor effect occurring promptly even 
in comatose patients. 

Patients with congestive heart failure received intra- 
venous doses of digitalis, strophanthus or other glycosides 
in order to support fully the uninfarcted myocardium. 

Arrhythmias were quickly brought under control, and 
anticoagulants were administered routinely unless a 
definite contraindication existed. 

If shock was not relieved by ‘routine’ methods, 
additional measures were tried, viz., intravenous infu- 
sions and retrograde arterial infusions. 

The use of each of the three of the newer sympatho- 
mimetic amines namely, norepinephrine, methoxamine, 
and isopropylnorepinephrine has proved of value, parti- 
cularly with early treatment. 

- A comparison of the effects of these drugs, as 
observed by the authors is worthy of note. In the 
patients in shock with an intact conduction system, 
epinephrine, norepinephrine and methoxamine raise the 
blood pressure, while isopropylnorepinephrine fails to do 
so. The heart rate is increased by epinephrine and 
isopropylnorepinephrine. Norepinephrine has no effect 
on the rate. Methoxamine slows the heart rate. Epine- 
phrine and norepinephrine stimulate an already sensi- 
tized myocardium in the experimental animal. There has 
been no unusual arrhythmia noted from the use of nore- 
pinephrine in small or large doses when regulated by 
the pressor response. In patients in shock where there 
is complete auriculoventricular disassociation isopro- 
pylnorepinephrine not only increases the ventricular 
rate preventing Adams-Stokes attacks but also has 
demonstrated a remarkable pressor effect. 

Dosage schedule of these sympathomimetic amines 
must be adjusted so as to maintain a sustained beneficial 
arterial pressure. In most instances, the continuous 
intravenous drip method of administration is most satis- 
factory. Combinations of the amines often prove effec- 
tive when the individual drug has failed to produce the 
desired result. 

In spite of treatment, patients with myocardial in- 
farction frequently lapse into a refractory state of chronic 
shock, in which they may remain for a surprising 
number of hours before death. Cortisone and cholines- 
terase may be of value in restoring lost responses to 
antishock therapy. 


Treatment of Tuberculous Pericarditis 


Govetre anpD oTHERs (Circulation, 9: 17, 1954) in 
reporting on twenty-seven patients with clinically pri- 
mary tuberculous pericarditis treated with intermittent 
streptomycin and para-aminosalicylic acid (PAS) or 
isoniazid (INH) observe : ‘ 

The outcome was considered successful in 21 and 
unsatisfactory in six patients; constrictive pericarditis 
developed in five; one died following surgery, and 
another of an overwhelming tuberculous infection. The 
total mortality rate was 8 per cent; in the bacteriologi- 
cally proven cases it was 15 per cent. 

Chemotherapy should be initiated early and should 
include streptomycin, 2 g. every third day, and para- 
aminosalicylic acid, 12 g. daily, or isoniazid, 300 mg. 
daily, and should be continued for at least six months 
after all signs of activity have ceased. 

Cases showing persistent or progressive congestion 
in spite of* adequate medical management shonld be 
subjected to surgery plus chemotherapy even though 
active disease is present. 


Reserpine in Treatment of Hypertension 


HuGgs anp orHEeRS (Am. J. M, Sci.; 228: 21, 1954) 
write that sixtytwo paticnts with hypertension have 
been treated with reserpine (Serpasil) as  outclinic 
patients for one to 7 months. The patients were divided 
into 2 groups, namely, those with control diastolic arterial 
blood pressures between 100 and 120 mm. Hg. and those 
with, diastolic pressures in excess of 120 mm. Hg. 

Approximately half of the patients treated obtained 
a significant reduction in blood pressure. All but 2 of 
the patients who became normotensive were from the 
group of patients with less severe disease. The patients 
who were treated for one to 2 months obtained equally 
as good results as those who received the drug for 2 to 
7 months: There were no serious side reactions observed. 

Doses of one to 3 mg. of reserpine were administered 
intravenously to 17 patients. Thirteen of these patients 
demonstrated a significant reduction in blood pressure 
about 1 to 4 hours after administration of the drug and 
half of them became normotensive. 

Reserpine appears to lower the blood pressure 
through actions other than those related to its sedative 
properties. 

There is little difference between reserpine and 
extracts of Rauwolfia serpentina containing multiple 
alkaloids when compared as to side reactions and blood 
pressure reduction in patients with hypertension. 


Rheumatoid Arthritis and Cortisone 

COPEMAN AND oTHERS (Brit. M. J., 1: 1109, 1954) from 
thé analysis of the observations made during the last 3 
years on 20 cases of rheumatoid arthritis treated with 
cortisone in the rheumatism department of West London 
Hospital write : 

As cortisone is not actually curative, and since there 
is radiological progression of joint damage in patients 
in whom the symptoms were being suppressed, the 
authors consider that more conservative methods of 
treatment, such as adequate rest, salicylates, gold salts, 


4 
x 
| 
| 
| 
| 
bye | 
4 
an 
‘ae 
at 
312 
5 


JANUARY 16, 1055 


and physiotherapy, should generally be tried first, as 
these will themselves in some cases produce adequate 
remission of the disease. 

Absolute contraindications to cortisone therapy are : 
recent or activé tuberculosis, present or past psychosis 
or psychoneurosis, diabetes, hypertension, and severe 
osteoporosis; while long-standing cases with much per- 
manent irreversible deformity and joint damage are also 
unsuitable for cortisone therapy. 

Evidence is adduced to show that the functional im- 
provement of the patient under cortisone treatment is 
greater than the actual degree of supression of the 
activity of the disease. The most suitable cases are, 
therefore, those in which the functional disability ex- 
ceeds the anatomical joint damage. 

It is the experience of the authors that althongh 
previously incapacitated, a mumber of: patients can be 
restored to and maintained in relatively normal activity 
by long-term cortisone treatment. Such patients, how- 
ever, require careful and constant supervision if this 
result is to be achieved. 

Twenty cases of rheumatoid arthritis have been 
treated with cortisone; 14 of them received this drug for 
over two years. All were previously incapacitated, but 
17 have been able to return to their occupations with 
the help of this treatment, as the result of vurying 
degrees of functional improvement, the extent and 
nature of which have been analysed. 


Dosage schedule—The authors adopted a routine 
initial dose of 100 mg. daily, and with this it proved 
possible to measure the patient’s response after about 
five days. In more recent cases in this series we have 
lowered the initial dose still further to 75 mg. daily; 
a level which has proved to be equally satisfactory in 
most cases. 

The average maintenance dose by the oral route in 
this series has been 69 mg. a day. 

Side-effects—More serious side-effects noted in the 
cases under review are psychosis, hypertension, duode- 
nal ulcer, melaena and less important are obesity 
(‘moon-face’ and ‘buffalo-hump’) and minor skin abnor 
malities such as excessive sweaty hypertrichosis and 
pigmentation. 


Cortisone vs. Aspirin in Early Cases of 
Rheumatoid Arthritis 


The following is the summary of report by the Joint 
Committee of the Medical Research Council and 
Nuffield Foundation on clinical trials of cortisone, 
A.C.T.H., and other therapeutic measures in chronic 
rheumatic diseases : 

Sixty-one patients in the early stages of rheumatoid 
arthritis, and regarded as suitable for treatment with 
either cortisone or aspirin, have been allocated at ran- 
dom to treatment with one or other agent (cortisone 
30 cases, aspirin 3! cases). Two comparable groups of 
these early cases were thus constructed and have now 
been treated and observed for one year. For most of 
the year treatment was ‘individualized’ by the physician 
in charge of the patient at a level: sufficient to restore 
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maximal functional efficiency without producing serious 
side-effects. 

Observations made one week, eight weeks, thirteen 
weeks, and approximately ome year after the start of 
treatment reveal that the two groups have run a closely 
parallel course in nearly all the recorded characteristics 
—namely, joint tenderness, range of movement im the 
wrist, strength of grip, tests of dexterity of hand and 
foot, and clinical judgments of the activity of the dis- 
ease and of the patient’s functional capacity. The 
haemoglobin level and blood sedimentation rate were 
slightly more favourably influenced by cortisone, but 
in no other respect do the two groups differ materially. 

On each form of treatment the disease was judged at 
the end of one year to be imactive, or only slightly 
active, in about three-quarters of the patients, and on 
each treatment some two-fifths of the patients were 
regarded as capable of normal work and activity. For 
practical purposes, therefore, there appears to have been 
surprisingly little to choose between cortisone and aspirin 
in the management of these 61 patients in the early 
stages of rheumatoid arthritis. (Brit. M. J., 1: 1223, 
1954). 


Placental Extract in Rlieumatoid Arthritis 


DILLON aND Majnaricu (Med. Times, 82: 199, 1954) 
from an analysis of 18 cases of rheumatoid arthritis 
treated with placental extract observe : 

Each cubic centimeter of placental extract used in 
this study was equivalent to 50 g. of fresh full term 
placental tissue. Preliminary studies show each cubic 
centimeter of the material contains 10 to 15 mg. per 
cent of steroids, of which there is approximately three 
micrograms of cortisone as indicated by the Porter-Silber 
reaction. 

This clinical study was carried out on patients in a 
private office practice and placental extract was the only 
material given to most of the patients. In a few the 
use of placental extract was the only change made in 
their treatment. The amount of placental extract given 
in divided doses varied from 0-5 to 2-0 cubic centimeters 
per week. 

A number of them had been treated with cortisone, 
corticotropin, chrysotherapy and/or other intensive anti- 
rheumatoid therapy prior to treatment with placental 
extract. 

The response to placental extract was often dramatic, 
In a few cases where the rheumatoid process was active 
for a period of years, the response was not so marked, 


_ but a gradual remission was obtained. Regardless of 


the severity or length of the disease, there was notice- 
able improvement in two to three weeks. Subjectively 
the pain, stiffness and swelling were relieved, and an 
increase in the strength of the voluntary muscles became 
apparent. 

The material is easier to handle, volume is smaller, 
foreign proteins and contaminants such as homologous 
serum hepatitis are avoided. In the use of placental 
extract over 2000 injections of this material were given 
without evidence of damage or irritation and no objec- 
tionable endocrine or metabolic anomalies were en- 
countered. 
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Oral Aldosterone in a Case of Addison’s Disease 
KeRWICK AND Pawan (Lancet, 2: 162, 1954) write 
that aldosterone 100 yg. orally was found to maintain 
a patient with Addison’s disease in reasonable electro- 
lyte balance. The most distinct effect was on sodium 
output. 

Water and nitrogen outputs and the response to a 
water load were unaltered as a result of aldosterone admi- 
nistration, There was no clear alteration in bodyweight. 
The salivary sodium/potassium ratio was reduced, 
and glucose*tolerance was somewhat improved. 

Skin pigmentation was noticably decreased, the 
blood pressure was raised, and there was a fall of eosino- 
phils in the peripheral blood. 

Orally administered aldosterone, in the patient 
studied, appeared to be about thirty times as active as 
intramuscular deoxycortone acetate in maintaining 
sodium balance. 


Chlorpromazine and Pain 

SaDove AND OTHERS (/.4.M.A., 155: 626, 1954) in 
reporting on the effect of chlorpromazine 10—|y—dime- 
thylaminoprophyl]—2—chlorphenothiazine hydrocloride) in 
the management of pain in malignant disease observe : 
A new compound, chlorpromazine, has proved useful 
for relieving pain in patients who can no longer be 
made comfortable with large dosages of narcotics and 
sedatives alone. When given chlorpromazine with narco- 
tics or sedatives that previously proved ineffective for 
relieving pain, 22 of 28 patients obtained satisfactory 
relief from severe abdominal, bone, and neuritic pain 
associated with malignant lesions. It seems that 
enhanced analgesis with chlorpromazine is; in part, due 
to chlerpromazine’s ability to alter the patient’s reaction 
to pain. 

Chlorpromazine, since it has antiemetic properties, 
served a dual purpose when nausea and vomiting accom- 
panied conditions of pain. Of six patients with symp- 
toms of nausea and vomiting, five reported complete 
relief; one, though relieved of nausea, obtained only 
moderate relief from vomiting. Two patients stopped 
taking chlorpromazine because of pyrosis and one 
because of tachycardia and ataxia. Drowsiness was 
observed to be the most prominent side-effect of 
chlorpromazine and, to a lesser extent, dryness of the 
mouth, pyrosis, and mild hypotension. 


Stellate Ganglion Block in General Practice 
Watsu (Brit. M. J., 2: 684, 1954) practised stellate 
ganglion block on 124 cases of hemiplegia due to cerebral 
thrombosis. He maintains that the cause of apoplexy 
must be acurately ascertained. Cases due to cerebral 
haemorrhage should not be subjected to this procedure or 
at, least it should not be done till the haemorrhage has 
stopped. 

The main principle underlying the procedure is to 
increase the blood supply of the brain. 

Technique—The author uses a 10 c.c. syringe with 
No. 1 serum needle. The needle is passed medial to 
the sternal head of the sternomastoid muscle, a finger 
breadth above and lateral to the sternal notch. The 
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carotid artery is pushed laterally by middle and index 
fingers of the left hand and the needle is imserted at a 
right angle and pushed straight through just lateral to 
the trachea when it reaches the tramsverse process of 
the seventh cervical vertebra the space between which 
and the neck of the first rib lies the stellate ganglion 
where 10 c.c. of procaine hydrochloride is injected. 

Successful injection is manifested by Horner’s syn- 
drome eg. (1) narrowing of the palpebral fissure, (2) 
contraction of pupils, (3) enophthalmos, (4) absence of 
sweating on the side of the forehead. 

For recent cases injections are repeated daily for 15 
injections, for late cases more injections are required. 
If no improvement is noticed after 3 injections the 
therapy is considered a failure. 

The author practised stellate ganglion block also in 
cases of Raynaud’s disease, in cardiac pain due to angina 
pectoris and in cases of stiff shoulder. Of the three cases 
of Raynaud’s disease treated one had relief for one week, 
one for a month and one had no relief. Of the five cases 
treated of cardiac pain in angina pectoris two had com- 
plete relief, two partial relief and one no relief. Of the 
seven cases treated of post-traumatic stiff shoulder two 
had complete relief, one had partial and four had no 
relief. Regarding the cases of cerebral thrombosis so 
treated the author maintains that the best results are 
obtained in recent cases. There were 12 complete reco- 
veries out of 23 cases seen within 24 hours, 8 cases of 
complete recovery out of 27 cases seen within 2-7 days 
and no case of complete recovery in those who had come 
after one month and though they undoubtedly showed 
some improvement. 


Treatment of Pernicious Anaemia 


MerULENGRACHT (Brit. M. J., 1: 838, 1954) writes that 
even very small doses of dried pyloric mucosa from the 
pig’s stomach given alone exert a definite but, in compari- 
son with Bethell and Goldhamer’s and Schiodt’s 
standards, slight anti-anaemic effect. 

It has also been demonstrated that the same very 
small amounts of pyloric mucosa, when combined -with 
vitamin B,, in quantities which in themselves are in- 
active when given orally, exert a strong anti-anaemic 
effect which is practically the same as the standards re- 
ferred to. 

A commercial preparation, cycoplex mco, in daily 
dosage of 0-15 g. of dried pyloric mucosa and 15 yg. of 
vitamin B,, exerts a strong anti-anaemic effect which 
corresponds to the standards cited. In the routine treat- 
ment of pernicious anaemic patients, in order to be 
well on the safe side, a dosage is recommended which 
corresponds to 0-3 g. of dried pyloric mucosa and 30 ug. 
of vitamin B,, for the initial doses. The maintenance 
dose has yet to be fixed. 


Management of Idiopathic Thrombocytopenic Purpura 
ZARAFONETIS AND OTHERS (Am. J. M. Sc., 228: 1, 1954) 
in reporting on the management of idiopathic thrombocy- 
topenic purpura writes that eleven patients with idiopathic 
thrombocytopenic purpura were treated with cortisone, 
hydrocortisone and ACTH. 
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Clinical bleeding was halted and capillary resistance 
uniformly improved on steroid therapy; plate remissions, 
temporary or permanent, were observed in 8 of the 11 
cases. 

There appeared to be no qualitative difference between 
the results achieved with oral hydrocortisone and those 
obtained with cortisone. 

Persistently positive serologic tests for syphilis were 
obtained in 2 cases. These were shown to be false-posi- 
tive throngh use of the treponema immobilization test. 

It is concluded that steroid therapy initiated at the 
time of diagnosis of idiopathic thrombocytopenic purpura 
is more conservative than a program of watchful wait- 
ing. 

Side Effects of Terramycin Therapy 

Hay anD McKenzie (Lancet, 1: 945, 1954) in describing 
the side-effects found in 603 cases with oxytetracycline 
(terramycin) therapy observes : 

The patients under 12 years of age received 20 mg. 
per kg. of body-weight daily in four equal divided 
doses ; those aged 12 years and over were given 2 g. 
daily. The drug was given with abundant fluids, usually 
milk, and vitamin B was also administered. Despite 
these precautions the incidence of side-effects was 8 per 
cent ; and 2 of the patients died with fulminating gastro- 
enterocolitis associated with coagulase-positive staphy- 
lococci. 

Apart from the 2 instances of fatal gastro-enteritis, 
the authors draw attention to other important staphy- 
lococcal complications of oxytetracycline therapy: sore 
throat with a scarlatiniform rash in 7 cases ; sore throat 
without a rash in 8 cases ; balanitis with scarlatina in 
1 case ; and urinary infection in 3 cases. The untoward 
effects in these 21 cases commonly appeared on the fourth 
or fifth day after the start of treatment. Not all of these 
21 patients were examined bacteriologically, but staphy- 
lococci were isolated and incriminated as the probable 
cause in 14 of them. Other side-effects were observed 
in a further 31 cases: pyrexia in 24 cases ; urticaria in 
3 cases and transient erythema in 4 cases. The 24 cases 
in which pyrexia was the only symptom were not 
examined bacteriologically. 

The authors found also that administration of purga- 
tives during antibiotic therapy tended to precipitate 
staphylococtal enteritis. 

The authors maintain that broadspectrum antibiotics 
should not be used for trivial and minor illnesses. Nor 
should they be used for routine prophylaxis against in- 
fections which are far from inevitable and would be 
easily controlled if they appeared. 

These therapeutic complications which are not rare 
and which endanger life should on no account be 
ignored. 


Neurological Complications after Isoniazid 

KLINGARDT AND OTHERS (Wein. med. Wcehnschr., 104: 
301, 1954, Ref.: J.A.M.A., 155: 1291, 1954) write : 

Of 11 tuberculous patients with neurological compli- 
cations occurring in the course of treatment with isonia- 
zid, 4 had polyneuritic manifestations. Neurological 
examination revealed a definite reduction of the surface 
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sensitivity with a paresthetic component, while the deep 
sensitivity was not impaired. The polyneuritic manifes- 
tations were observed particularly in patients who had 
been given daily doses of more than 12 mg. of isoniazid * 
per kilogram of body weight. A burning foot syndrome 
was observed in two of these. Exploratory excision of 
muscle and nerve tissue from the right distal leg of one 
of these patients and microscopic examination of these 
tissues revealed severe demyelination of the peripheral 
nerves in the skin and muscles, particularly of the ter- 
minal portions of the merves. There was atrophy of 
muscle with sarcolemmic proliferation of nuclei and 
oedema of the connective tissue bundles in the sub- 
cutaneous tissue. The burning foot syndrome has a close 
clinical relationship of pellagral cutaneous disturbances 
and psychoses. The syndrome did not subside during 
treatment with nicotinic acid amide, and milder poly- 
neuritic manifestations did not disappear more rapidly 
after administration of vitamin B complex or vitamin 
B,, than after discontinuation of isoniazid therapy. The 
polyneuritic manifestations did, however, disappear more 
rapidly after temporary discontinuation of isoniazid 
therapy combined with daily parenteral administration 
of 100 mg. of pyridoxine hydrochloride. In several 
patients, the polyneuritic manifestations subsided as a 
result of pyridoxine hydrochloride therapy alone, al- 
though administration of isoniazid was continued and the 
dosage of it was increased. Vitamin B, deficiency may be 
considered as the cause of most of the polyneuritic com- 
plications associated with isoniazid therapy. Other un- 
desirable side effects of isoniazid therapy were mono- 
neuritis and functional disturbances of circulation in the 
extremities and evidences of motor stimulation such as 
fibrillation, fasciculation, and spasms. A disturbance of 
micturition that was observed in only one patient pos- 
sibly was >f spinal origin. Epileptic convulsions occur- 
ring in two patients required discontinuation of treat- 
ment. Transient disturbances of equilibrium and 
vision, somnolence, and nausea and vomiting were 
observed in patients who received large daily doses of 
isoniazid. In two alcoholic patients, daily doses of 10 
g. of isoniazid per kilogram of body weight and inges- 
tion of small amounts of alcohol caused an effect similar 
to that of disulfiram (Antabuse) or a pathological condi- 
tion of drunkenness. The neurological complications of 
isoniazid therapy are reversible, and most of them can 
be prevented. 


Anti-Thyroid Action of PAS 


MACGREGOR AND SOMNER (Lancet, 2: 931, 1954) write 
that of 83 tuberculous patients treated with sodium p- 
amino-salicylate for five months or more 20 developed a 
goitre, often with hypothyroidism, an incidence of 23 per 
cent; 9 other cases were seen in other hospitals. 

Studies with radioactive iodine showed changes in 
thyroid function in all the patients tested while receiving 
P.A.S. Many patients showed a hypothyroid pattern of 
radio-iodine excretion, and in all of them but | avidity 
of the thyroid gland for radio-iodine was observed on 
withdrawal of P.A.S. 

Previously untreated patients showed a depression of 
thyroid function under treatment with P.A,S. 
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Although the goitrous and hypothyroid state induced 
by P.A.S. is usually quickly reversible on withdrawal of 
the drug, it is felt that thyroxine should be given to all 
-patients in whom a goitre is noted, or to whom P.A.S. 
is to be given for more than six months. 

Observation on 1 patient suggested that irreversible 
changes might be induced by prolonged use of P.A.S., 
and the histological appearances of the thyroid gland of 
a patient who had received more than 10kg. of P.A.S. 
were those of extreme degeneration and disorganisation. 


Haemoglobin Levels in Singapore 

Wapsworts (Brit. M. J., 2: 910, 1954) from measuring 
the haemoglobin levels of 337 men and 116 women of 
different races living im Singapore observes that the 
mean haemoglobin concentration of men was 16-12 g. 
per 100 ml. and that of women was 12-88 g. per 100 ml. 
and there was no evidence of a racial difference in haemo- 
globin levels. 

The present findings suggest that the fall in haemo- 
globin levels observed by other investigators in men who 
stayed in hot rooms for several days was a temporary 
effect, and that normal people who stayed for months or 
years in a hot climate had normal haemoglobin levels. 


Evaluation of Occult-blood Tests on Faeces 


FORSHAW anpD Mason (Lancet, 2: 470, 1954) give in 
the following lines the summary of their observations 
on the evaluation of occult-blood tests on faeces : 

The effects of normal diet and medicinal iron on the 
amidopyrine, benzidine, Gregersen, and guaiacum tests 
have been investigated. Medicinal iron does not pro- 
duce positive reactions. Normal diet, not including black- 
pudding or liver, produces from 4 to 8 per cent of 
weakly positive reactions, but does not produce positive 
reactions .in any of the four tests. 

The sensitivity of the tests was compared on serial 
blood dilutions and on the faeces of healthy subjects 
who had ingested a measured quantity of blood. The 
sensitivity of the tests on faeces is very similar, but on 
graded dilutions of blood the Gregersen test proved 
much the most sensitive. 

With the exception of black-puddings, liver, and 
kidneys, dietary restriction is unnecessary, and brushing 
of the teeth need not be forbidden before carrying out 
the tests. There is little difference in reliability between 
the tests; and a positive reaction, particularly if re- 
peated, is most significant. The tests are not too sen- 
sitive, and the degree of haemorrhage necessary to give 
a positive reaction is greater in anaemic patients than 
in patients with a normal haemoglobin value. 


Detection of Tubercle Bacilli with the Slide Cell Culture 


HAYASHI aND ofHERS (Jikeikai M. J., 1: 66, 1954) 
deal with the subject under headings of (1) detection 
in the sputum and (2) detection in the circulating blood, 
exudate and c.s-f. 

(1) Detection of tubercle bacilli in sputum—As a de- 
tection method for tubercle bacilli in the sputum, the 
slide cell culture method was applied. One drop of the 
sediment treated by concentration method mixed with 
one drop of the blood of the patient was cultured in 
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the slide cell, and, in 3 to 8 days, the bacilli were 
found to have grown well. 

Not only the blood of the patients, but also the 
blood of healthy persons or of other tuberculous patients, 
as well as the blood of guimea-pigs, can be used for 
the same purpose. 

The ability for detecting tubercle bacilli in the sputum 
with the slide cell culture method -is inferior to that of 
Oka-Katakura’s culture method, but it is equal or 
superior to that of Tamura’s concentration method, As 
this method requires only a few days, this method is of 
much significance for the detection of tubercle bacilli 
in a short period. 

(2) Detection of tubercle bacilli in circulating blood, 
exudate and cerebrospinal filvid—The culture of tubercle 
bacilli in blood by the slide cell culture method was 
carried out, and tubercle bacilli were demonstrated 
within a short period (from 3 to 19 days) im the cases 
of miliary tuberculosis, the later stage of serious cases 
of pulmonary tuberculosis and those of meningitis. 

From the exudate of pleurisy and peritonitis, posi- 


. tive results were obtained in 57 per cent of the cases 


by the same method. 
As to the cerebrospinal fluid of tuberculous menin- 
gitis, 5 cases out of 6 proved to be positive. 


Intramuscular Iron in Iron-deficiency Anaemia 

BAIRD AND PoDMoRG (Lancet, 2: 942, 1954) in report- 
ing on the study of the effect of an intramuscular iron 
preparation observe : 

This dextran-iron is isotonic with tissue fluids and 
has a pH of 6-0—7-0. It is more concentrated than the 
intravenous-iron solution containing 5 per cent of iron 
compared with 2 per cent. 

Tolerance experiments in volunteers -were satisfac- 
tory. 

The iron given parenterally was absorbed from the 
intramuscular site and utilised. 

After a single intramuscular injection of 4 or 5 ml., 
serum-iron levels attained a variable peak in one or two 
days and returned to about normal after six or seven 
days in both anaemic patients and healthy people. 

There was no evidence of increased urinary excretion 
of iron after injection of the preparation. 

The injected iron disappears from the serum more 
slowly than does saccharated iron oxide. 

In spite of serum-iron levels as high as 13-8 mg. per 
100 ml, no toxic reactions were observed after intramus- 
cular injections. 

38 out of 40 cases of iron-deficiency anaemia res- 
ponded adequately to intramuscular treatment with the 
iron preparation. It was found that 45 mg. of iron in- 
tramuscularly would raise the Hb level by 1 per cent, 
and the period taken to achieve the maximum rise in 
Hb was 49 weeks. ' 

A difference in Hb response was observed between 
the present preparation and saccharated iron oxide. 


Cortisone and Hydrocortisone Given Parenterally and 
Orally in Severe Tetanus 


L®wis AND oTHERS (J.A.M.A., 156: 479, 1954) in 
reporting on the effect of cortisone and hydrocortisone 
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given orally and parenterally in cases of severe tetanus 
observe : 

Forty patients with severe tetanus, on the basis of 
trismus, convulsions, fever, and a short period of incu- 
bation or onset, were selected for study. The average 
period of onset was less than 22 hours. Basic therapy 
given to all patients inclded two intramuscular injec- 
tions of 120,000 units of antitetanus serum, daily injec- 
tion of 4,000,000 units of penicillin, intramuscular admi- 
nistration of paraldehyde and such supportive measures 
as were indicated. Half of the patients were also treat- 
ed with adrenal hormone. Cortisone was injected in 5 
» patients and given orally to 10, while hydrocortisone 
was given orally to 5 others. The administration of 
adrenal hormone was usually correlated with a drop in 
temperature and a fall in the pulse and respiratory rate. 
Fever often recurred when the dose of cortisone was 
reduced, and in some cases the fever did mot respond to 
the dosage used. When cortisone was given intramuscu- 
larly, there seemed to be an aggravation of muscular 
spasms, but, when cortiscme or hydrocortisone were 
given orally, there was a diminution in the intensity and 
severity of the convulsions. Among the 20 controls there 
were 3 survivors. None of the patients receiving jnjec- 
tions of cortisone recovered, while 2 out of 5 patients 
getting hydrocortisone and 6 out of 10 patients getting 
cortisone by mouth recovered. Results obtained with 
cortisone administered orally are statistically significant 
and consistent with clinical observations as well as with 
previously reported beneficial effects obtained with corti- 
cotropin. 


Streptomycin plus P.A.S. vs. Streptomycin plus Isoniazid 
in Renal Tuberculosis 

Dick (Lancet, 2: 516, 1954) gives in the following 
lines the summary of his observations : 

In “surgical” renal tuberculosis, the histological 
appearances of lesions in 25 specimens from patients 
treated with streptomycin (1 g. daily) plus p-aminosali- 
cylic acid (20 g. daily) are compared with those in 25 
specimens from patients treated with streptomycin (1 g. 
daily) plus isoniazid (200 mg. daily), the treatment 
periods ranging up to six months. 46 specimens from 
patients without specific drug treatment were used as 
controls. 


After treatment with streptomycin plus P.A.S. acute 
lesions were all checked, and there was a small amount 
of resolution and a marked amount of regression. These 
changes were similar to the regressive changes found 
in the control cases. 

After treatment with streptomycin plus isoniazid, 
acute lesions all underwent complete resolution while 
chronic lesions showed modified resolution. Resolution 
was modified in the chronic lesions by the dense fibrosis 
and caseation or by low-grade secondary pyogenic 
infection. 

The difference in the change was attributed to a more 
fundamental antituberculous action of isoniazid by which 
epithelioid cells revert to macrophages, fibrosis does not 
develop, and the body is able to repair a lesion more 
completely with greater absorption of necrotic tissue, 
increased vascularity, and more epithelial regeneration. 
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In spite of the great measure of success now so easily 
achieved in. tuberculosis with chemotherapy, the best 
results still require careful evaluation of many factors. 


Treatment of Radiation Proctitis 


Hurtig (Postgraduate Med., 15: 37, 1954, Ref. 
Practitioner, 172: 594, 1954) write that ‘instillation of 
hydrocortisone acetate suspension into the rectum and 
sigmoid... gives immediate symptomatic relief which 
lasts for surprisingly long intervals’. This opinion is 
based upon the results obtained in four cases of radia- 
tion proctitis occurring as a complication of radium treat- 
ment of carcinoma of the cervix. The dose of hydro- 
cortisone acetate was 120 to 125 mg. suspended in 20 
to 50 ml. of normal saline, which was instilled through 
a rubber urethral catheter, with the patient in the knee- 
chest position. The patient then lay on her abdomen for 
an hour and was then encouraged to stand or sit up. 
‘All these patients were having frequent bowel move- 
ments, but all managed to retin the solution for at least 
two to three hours’. In order to prevent any risk of 
bacterial invasion due to increased tissue permeability 
as a result of the action of the hydrocortisone aureo- 
mycin, 250 mg. orally every six hours, was given for 
forty-eight hours preceding, and one week following, 
treatment, 


Lymph Node and Synovial Membrane Biopsies in 
Joint Tuberculosis 


SalGa, anp orHeRs (Indian J, M. Sc., 8: 536, 1954) 
give in the following lines the summary of their 
observation : 

Lymph gland biopsy is a valuable procedure in the 
diagnosis of joint tuberculosis. There were 51 positive 
results (62-2 per cent) in 82 cases of tuberculosis of 
joints, a slightly lower rate than given by other workers. 

A positive lymph node biopsy may not necessarily 
mean that the joint is tuberculous, but the exceptions 
are extremely rare. 

A positive lymph node biopsy gives strong support 
to the clinical diagnosis of tuberculous infection, espe- 
cially im cases where the suggestive roentgenologic 
changes are not present. 

A higher percentage of positive results can be 
expected if due care is taken in selection of the gland, 
and the procedure is repeated if necessary. 

A negative biopsy cannot be taken to rule out the 
tuberculous disease of the joints, but along with the 
negative roentgenologic evidences in suspected cases of 
joint tuberculosis, it may substantiate the diagnosis of 
non-tuberculous arthritis. However, the necessity of 
keeping such cases under observation cannot be lessened. 

It is a valuable procedure to minimise the diagnostic 
radiological errors, and should be used as a routine to 
support the radiological diagnosis of tuberculosis, The 
merit of this procedure is its simplicity, safety and 
reliability. 

The synoviai membrane biopsy is the most reliable 
method of diagnosing tuberculosis of joints and if proper 
care is taken there is mo danger of any wntociratte 
complications like sinus formation. 
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CURRENT TOPIC 


THE IMPORTANCE OF RESEARCH IN THE 
PROGRESS OF MEDICAL SCIENCE} 


M. G. CANDAU, 
Director-General, World Health Organisation. 


In addressing such a distinguished audience as the 
Scientific Advisory Board of the Indian Council of Medi- 
cal Research, it would seem unnecessary to emphasise 
the importance of research in ensuring the continued 
progress of medical science. The contribution you have 
made to the first 5-Year Plan, now nearing completion, 
is good evidence that this is so. But the time has now 
come when you are about to consider the place of medi- 
cal research within the framework of the second 5-Year 
Plan. It may therefore be useful for me to outline 
briefly to you the views of the World Health Organisa-~ 
tion on this matter, and ‘o indicate how national and 
iaternational aspects of research are shaped into a 
coherent whole, which is often both more economical 
and more efficient than either separately. This reflects 
the basic philosophy of WHO according to which many 
of the health problems the world is facing today can 
be solved only through international co-operation, to 
which every nation can and must make its own con- 
tribution. 

Research has been a recognised function of WHO 
since its inception. In the Constitution it states that 
one function of the Organisation shall be “‘to promote 
and conduct research in the field of health”. The 
second World Health Assembly confirmed this policy 
by resolving that “research and co-ordination of re- 
search are essential functions of WHO’’, a policy which 
was further approved at subsequent Sessions of the 
Assembly and the Executive Board, and most recently 
this year by the Seventh World Health Assembly. 


Before giving you a few examples of the way in 
which these essential tasks of the Orgranisation are 
being fulfilled, I would like to say something about the 
very concept of research, which underlies WHO’s work 
in that field. In this impressive gathering of experts 
it would be pretentious and also risky for me to enter 
into a detailed discussion of the definition of the word 
research. I would like to say simply that it seems to 
me that in recent years there has been a growing 
acceptance of the fact that the essential nature of re- 
search is not in the subject matter, but rather in the 
way in which the work is carried out. Thus study of 
the basic metabolism of a bacterium is not considered 
research unless the quality of the work justifies it. On 
the other hand, a straightforward epidemiological study 
may be regarded as research if scientific methods are 
used in all steps of the enquiry. This broadening of 
the concept of research is essential for the understand- 
ing of many of the field and laboratory investigations 
which are being conducted today. Indeed, if these in- 
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vestigations are to have a real meaning, they must be 
designed and carried out according to scientific methods : 
in other words, they must qualify for the term 
“research”. I hope that the following .examples will 
show how this concept is being applied by WHO in its 
day-to-day work. 

Let me first consider the method applied to tackle 
problems of influenza, because more or less similar 
methods are being employed for many other commu- 
nicable diseases—brucellosis, Q-fever, leptospirosis, 
trachoma and others. The method is often referred to 
as co-ordination of research. The first step is to bring 
into a co-operative programme competent national labo- 
ratories in strategically placed countries throughout the 
world. In some instances, such as influenza, they are 
organised into a formal international network. These 
laboratories agree to undertake specific tasks designed 
by WHO, in consultation with the Expert Advisory 
Panel. In the case of influenza, the principal problem 
is the fact tha: the virus is highly unstable in nature. 
This has two main results. One is rseful, since we 
can identify a given strain, follow its ,rogress through 
the world, and hence leatn something of the way it 
spreads. We hope that eventually we will be able to 
reduce the damage it does. The other result is unfor- 
tunate: an influenza vaccine is only effective if the 
virus used in its preparation is reasonably closely re- 
lated to the virus causing an epidemic. This makes 
it mecessary to keep a constant watch for the appear- 
ance of new strains which might cause widespread out- 


breaks and against which current vaccines might be 
useless. Thus the international network is both a re- 
search organisation studying the epidemiology of the 
disease and a kind of insurance policy against a poten- 
tially serious accident. 


The research aspects are to some extent concenirat- 
ed in two central reference laboratories, the World 
Influenza Centre in London and the Strain Study Centre 
for the Americas in New York. The reason for this 
is that the measurement of the differences between 
strains, which must be done if their significance is to 
be assessed, can at present only be done by comparing 
them directly. The viruses must therefore be collected 
centrally for this purpose. The results of these studies 
are sent to the national centre so that it can take any 
steps which might be necessary. There are, as you 
know, two influenza centres in India, and the results 
of their co-operation are of some interest. In 1950, the 
viruses isolated here were much the same as _ those 
isolated in other parts of the world. Since then, a 
change has been observed in the prevalent virus prac- 
tically everywhere except in India and Sonth Africa, 
where the 1950 strain continues to predominate. Else- 
where this virus has shown a poor ability to survive, 
and its unusual persistence in these two countries raises 
a number of interesting possibilities regarding its sur- 
vival by sub-clinical infection. These questions are be- 
ing taken up by the World Influenza Centre in co-opera- 
tion with the Indian National Centres. : 

The importance of the part played by WHO in this 
work may not be obvious since the Organisation does 
not carry out any research itself. However, it is im- 
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probable that such a programme of international co- 
operation could come into being, much less work effec- 
tively, without help from WHO. Indeed, the whole 
programme might be likened to an international high- 
way along which ideas, information and knowledge 
flow freely in all directions, unobstructed by national 
boundaries and language difficulties. The role of WHO 
is to stimulate and to keep’ the traffic flowing in an 
orderly and continuous manner. While the Organisa- 
tion sometimes gives direct assistance in the form of 
fellowships, grants and supplies, its main function is to 
ensure that the information coming from all parts is 
comparable and that its meaning can be understood by 
all. A similar approach is being adopted by WHO in 
the study of poliomyelitis, and I am sure that the re- 
search unit set up by this Councill will co-operate most 
usefully in the planned programme since our ignorance 
of poliomyelitis is the greatest in just those countries 
such as India, where it appears that the infection is 
very widespread, but clinical disease is at present rela- 
tively sare. 

Another and perhaps even more unportant part pley- 
ed by WHO in this kind of programme is the function 
of leadership it exercises in various fields. A good 
example of this can be fouad in the field of nutrition. 
Endemic goitre is a problem in many parts of the world 
including India. It has been known for a long time 
that this was due to a deficiency of iodine, which could 
be made good by adding potassium iodide to refined 
salt. Unfortunately when crude salt is used, as is the 
practice in many countries, and where atmospheric con- 
ditions are unsuitable, iodides are unstable. WHO has 
therefore initiated an investigation into this problem 
in which institutions and organisations in the United 
Kingdom and the United States of America, and the 
Nutrition Institute of Central America and Panama took 
part, 

We have learned from this that potassium iodate 
remained stable when addéd to crude salt, that it was 
non-toxic, that it was unaffected by atmospheric condi- 
tions, and finally that it was as effective as iodides in 
preventing endemic goitre. Furthermore, it can be pre- 
pared so cheaply that no substantial increase in the 
cost of salt to the consumer results. The way would 
appear to be open for the elimination of endemic goitre. 

I will pass now to another aspect of WHO’s research 
activities which is essential to the success of the method 
of co-ordination of research I have outlined, but which 
has a much wider significance. 


It is a fundamental requirement of any technical 
science that we should have the means of making accu- 
rate measurements of the materials with which that 
science is concerned. This implies that we must have 
units in which these measurements can be made. Just 
as in the past international standards of length and 
weight, for example, have been established, so now 
WHO is engaged in the establishment of the standards 
needled in medical science. The problem is particularly 
difficult when it is a unit of biological activity which 
must be standardised, and a great deal of research of a 
very difficult kind is meeded. This research is carried 
out entirely by national laboratories co-operating with 
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WHO, under the guidance of the Expert Committee on 
Biological Standardisation. As a result of this colla- 
borative work, we now have international standard pre- 
parations of a number of antitoxins, sera and drugs, and 
we are moving towards the same precision in the field 
of prophylactic medicine. 

But here we come up against another problem. The 
essential quality of a vaccine which we wish to measure 
is the protection that it gives to man. We can easily 
measare in the laboratory the protection it gives to an 
animal but experience has shown that this does not 
necessarily bear any relationship at all to its effective- 
ness in man, Field trials are necessary to establish this 
relationship and such a trial for typhoid vaccine is be- 
ing conducted now in Yugoslavia with assistance from 
WHO. It is hoped that we will be able to obtain an 
international standard vaccine which has actually had 
its potency measured in man. 


The research projects I have discussed so far have 
this in common that they depend for their solution on 
joint national and international efforts. In most of 
these examples WHO has acted as an instigator and 
catalyst of research, the actual work being a national 
effort. 

There is, however, still another group of research 
activities, in which it has become necessary for WHO 
not only to initiate scientific investigations but to carry 
them out. As you know, WHO has been called upon 
during the last seven years to operate or assist numer- 
ous service programmes for the purpose of the control 
of communicable diseases. This is perhaps the best- 
known and most publicized of the Organisation’s acti- 
vities. 

WHO's experience in carrying out these programmes 
has been that the methods used in the more techni- 
cally developed countries cannot simply be transplanted 
to other regions. Climatic, social and cultural differ- 
ences in these regions have not only an influence on 
the methods of control of a disease but also influence 
the reactions of the population to the infecting agent 
itself, sometimes changing the whole epidemiology of 
the disease. 


For example, when advising and assisting govern- 
ments in malaria control, WHO realised from the very 
beginning that befofe any large-scale measures could 
be put into operation with reasonable hope of success, 
a demonstration team must first assess the malaria 
problem in the area. This means that it must deter- 
mine the period of the year in which transmission 
takes place, ascertain the vector or yectors and their 
habits. It must also enquire into the customs of the 
population, so as to understand how these might effect 
contact between man and the vector mosquitoes and 
between the mosquitoes and residual insecticides. 


We found out that similar pre-operational research 
was necessary when BCG campaigns were carried out in 
countries where BCG had been little used, and where 
reliable information on the nature and prevalence of 
tuberculosis infection and disease was lacking. Indeed, 
serious mistakes could only be avoided by preliminary 
surveys designed as research programmes in order to 
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determine the most suitable control methods and the 
results to be expected. In other cases, the problems 
brought to light in the field can be translated into 
laboratory research. This makes it possible to study a 
country’s problem when there are no adequate labora- 
tory facilities available locally. 

One example of this type of problem was the ob- 
servation of a significant loss of allergenic potency of 
BCG in tropical countries. This has not been previous- 
ly observed during the European BCG campaigns. Re- 
search work by the Organisation’s Tuberculosis Research 
Office in Copenhagen showed that exposure of ampoules 
of vaccine to direct sunlight, indirect outdoor daylight, 
and indoor daylight results to different degrees in a 
marked decrease in the size of the post-vaccination re- 
action, the size of the local lesion and rapid reduction 
of the number of viable bacilli in the vaccine. 

A similar problem is the study of the relationship 
between allergy and immunity in tuberculosis. The 
work initiated by WHO in the field has produced strong 
experimental evidence that they are in fact related and 
that the basic assumption on which the mass BCG 
campaigns are founded is likely to be correct. 


This brief outline of a few of the research activities 
of WHO has, I hope, shown how research is essential 
at all stages in its work, from the preliminary defini- 
tion of a problem to its final solution. My examples 
have been drawn from the field of public health be- 
cause that is the major concern of WHO, but the same 
applies to clinical medicine, surgery and to all branches 
of medical science. The essence of successful research, 
no matter what the subject, lies in the precise formu- 
lation of the problem, the adoption of a strictly scien- 
tific method of approach towards its solution and the 
insistence on the highest quality of work at all times. 
This is not easy, and many a research project has fail- 
ed because of the neglect of what might appear to 
be quite a minor consideration. 

Very often it is the human factor which is respon- 
sible for failure. For this reason, research workers 
must be selected and trained with the greatest care. 
Not everyone can be trained in the methods of re- 
search; it is not just a question of intelligence or skill, 
but rather the possession of an attitude of mind, an 
intense devotion to truth and a meticulous respect for 
detail. This is a fundamental quality, but more is 
needed including the vital spark of originality or 
genius essential for the formulation of a problem. I do 
not need to enlarge on those qualities to an audience 
such as this. 

At this point, I would like to stress two facts. The 
first is that the need for research in medical science 
does not cease when a remedy or a control method has 
been discovered. It must continue until its application 
has been proved a success under the conditions in 
which it is to be used. 

The second fact is that both national and inter- 
national efforts are needed for the solution of many 
research problems. Their aims are identical and their 
methods complementary; in the final analysis, neither 
can attain complete success without the other. 
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Central organisations such as your Council occupy 
an essential place in the vast metwork of research 
efforts which WHO is encouraging for the promotion 
of better health everywhere. Medical institutions and 
in particular, universities, constitute of course the very 
foundation of medical research. A conference held last 
month at the Royal Society of Medicine under the 
sponsorship of the Council for International Organisa- 
tions of Medical Science yielded valuable information 
on the relationship between these two arms of medical 
research. Some of the conclusions reached by that 
conference are well worth being considered here. The 
university, it was stated, provides an ideal climate for 
research and should be considered as the true nursery 
of research workers. It is eminently suited for what 
Dr. Cannan called “the investigation of the improbable’, 
which is often a greater source of progress in research 
than the project work. To use the admirable epigram 
coined by the chairman of the conference, Sir Harold 
Himsworth, ‘‘the spirit of research is to a university 
what morale is to an army’. It is therefore essential 
that universities should have sufficient funds, not only 
to discharge their teaching duties, but also to carry 
out research at an adequate level. 

The conference also highlighted the extremely im- 
portant functions a central organisation has to fulfil : 
advigée governments on scientific methods, make its 
contribution to the solution of nation-wide problems 
and socially urgent questions, support research in non- 
university institutions aud generally act as a clearing 
house of information and as a central focus of research. 
This latter function provides the basic justification for 
a central organisation. Indeed to use again the words 


‘of Sir Harold, ‘‘research workers must be made aware 


of the broader context within which their research is 
occurring and therefore of the opportunities that may 
be lying outside the walls of the particular garden 
which they are cultivating.” 


I know that your Council is already engaged in many 
of these activities. I know the role it is playing by 
giving grants to workers in universities and in support- 
ing research work done outside universities. The sub- 
ject chosen for this year’s discussion in Baroda shows, 
if such a proof were still needed, that the Council is 
aware of the responsibilities it has in contributing to 
the great efforts this country is making in the field of 
social and economic development. I sincerely hope that 
adequate resources will be available to the Council to 
initiate and to co-ordinate the various research pro- 
jects planned in the particular fields of communicable 
diseases, environmental sanitation and nutrition. I can 
think of mo other branches of medicine where the re- 
lationship between health and productivity is so clear 
as in these three. Indeed it is only by improving radi- 
cally the environmental sanitary conditions and by in- 
creasing the nutritional standards of your people that 
you can hope to fight successfully the diseases which 
have been plaguing your country for centuries. It is 
only when those diseases are brought under control 
that the energy and the skill of your people can be 
devoted to the fullest exploitation of the natural re- 
sources of India. I have no doubt that as a result of 


Be 

a 

Ve 

+ 

we 
sy 
4 
de 
“yt 


JANUARY 16, 1955 


the discussions of this Advisory Board, medical research 
workers will be in a better position to do their share 
in the economic advancement of this country on which, 
to a very great extent, depend prosperity and peace, 
not only in Asia, but in the rest of the world. 


NOTES AND NEWS 


U. K. Medical Specialists to Lecture in India 

A team of four eminent British medical men are to 
lecture at Gwalior, Amritsar and Jaipur under the 
Technical Co-operation Scheme of the Colombo Plan. 
They are Prof. Max Rosenheim, Professor of Medicine 
at London University; Prof. Robert Kellar, Professor of 
Obstetrics and Gynaecology at Edinburgh University ; 
Mr. Harold Edwards, a well-known Harley Street con- 
sulting surgeon; and Dr. Stanley Mason, a leading 
anaesthetist. 

Their visit has been arranged by the U. K. Govern- 
ment following a request made to the British Minister 
of Health by Rajkumari Amrit Kaur, India’s Health 
Minister, during her recent visit to the U. K. 

Each of the specialists will lecture in his respective 
subject demonstrating new techniques in diagnosis and 
treatment, suggesting new teaching methods and gene- 
rally stimulating research. Leaving London on Decem- 
ber 29, 1954, they will return to the United Kingdom 
about the middle of March, 1955. 


All-India Industrial Medical Conference 


The Sixth All-India Conference of the Society for 
the Study of Industrial Medicine will be held in Ahme- 
dabad on 5th, 6th and 7th February, 1955. Scientific 
papers on various subjects will be read. An Exhibition 
on Safety Devices will also be held and a Souvenir 
published. Further details may be obtained from Dr. A. 
P. Shukla, Organising Secretary, 6th All-India Indus- 
trial Medical Conference, Prarthana Samaj, Raikhad, 
Ahmedabad. 


Madras Medical Council 


On a complaint received from the Port Health 
Officer, Madras, alleging that Dr. M. Varaha Nara- 
simham issued an antedated vaccination and cholera 
inoculation certificate dated 5th August 1952 to a pas- 
senger going to Andamans and Car Nicobar Islands and 
thereby tramsgressed the Code of Medical Ethics, the 
Madras Medical Council held an enquiry and at the 
meeting held on 9th March 1953 found him guilty of 
infamous conduct in a professional respect and in 
exercise of the powers conferred on it by section 16 (2) 
of the Madras Medical Registration Act, 1914 (Act IV 
of 1914), directed that the name of Dr. Varaha Nara- 
simham, Manda, L.M.P. (Madras) 1933, holder of Medi- 
cal Registration Certificate No. 6434, dated 16th Novem- 
ber 1933, be erased from the Madras Medical Register 
for a period of one year from 4th November 1954 and 
his reinstatement, may be subject to the production 
of certificates from two registered medical practitioners 
tegarding his professional conduct. 
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NAPT Fourth Commonwealth Health and 
Tul losis Conf 

The subjects for discussion at the main sessions of 
the Fourth Commonwealth Health and Tuberculosis 
Conference to be held by the National Association for 
the Prevention of Tuberculosis at the Royal Festival 
Hall, London, from the 2ist to the 25th Jume, 1955, will 
be as follows :—‘‘The Preventive Outlook To-day”. 
“Child Hygiene and Infection”. ‘“‘Tuberculosis—A Pro- 
blem of Different Races”. ‘‘Do Death Rates Matter ?”’. 
“X-Ray and Tuberculin Surveys—Their Meaning and 
Interpretation”. ‘Choice of Drugs in Medical and Sur- 
gical Treatment of Tuberculosis’. ‘The Psychology of 
the Patient and Relatives as a Factor in Successful 
Treatment”, 

Some of the foremost authorities on tuberculosis from 
countries all over the world will be amongst the speak- 
ers. Discussions and clinical meetings will also be held 
and time will be given for practical demonstrations, 
visits to sanatoria, hospitals and clinics, 


The Royal Institute of Public Health and Hygiene 


The Royal Institute of Public Health and Hygiene 
conducts a recognised Course of Instruction (for post- 
graduate medical men and women only) for the Certi- 
ficate in Public Health Examination of the Conjoint 
Board of the Royal College of Physicians of London 
and the Royal College of Surgeons of England. 
The next Course of Instruction for the Certificate in 
Public Health will commence on the 18th March, 1955. 
Further information may be obtained from the Secre- 
tary of the Institute, 28, Portland Place, London, W. 1. 


CORRESPONDENCE 


The Editor is not responsible for any views 
expressed by correspondents 


Rauwolfia Serpertina 

Strx,—Rauwolfia Serpentina is a valuable drug of the 
Indian Pharmacopoeia. Since time immemorial Indian 
physicians—Kavirajes, Hakims and Allopaths—had been 
using a few tons of this drug every year for the treat- 
ment of insanity and hypertension, 

Recently the drug has gained recognition in Western 
countries and a market has grown for it. But as there 
is no regular cultivation, the demand is more than the 
supply. 

Reckless export of the crude drug and its extract 
and alkaloids has resulted in its complete disappear- 
ance from the chief centres of growfh—Dehra Dun and 
Biratnagar. Almost every plant has been uprooted and 
exported or is lying in the godown of speculators who 
are adulterating it heavily with Rauwwolfia canescens. 

Indian manufacturers are facing acute scarcity of 
Rauwolfia. If its uprooting is not stopped immediately 
the few plants that may still remain in scattered areas 
will disappear and a valuable drug will be extinct from 
‘tthe world for all times. Rauwolfia grows in no other 
country. 
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Facing that grim possibility we would request you 
to kindly take up the question seriously and press the 
Government of India to ban Rauwolfia export—in its 
crude or extract form. I am etc., 


Calcutta. S. N. GHosE. 


© The reckless export of Rauwolfia Serpentina and 
its adulteration with Rauwolfia canescens are correct. 
Action has already been taken through the Ministry of 
Health and Ministry of Commerce, and there is a Gov- 
ernment ban now on the export of Rauwolfia serpentina 
in its crude form. A recent executive order has also 
been issued to the Port Authorities to ban export of 
extracts of Rauwolfia also. Exports of extracts and 
alkaloids of Rauwolfia have been allowed only in the 
case of bonafide manufacturers who hold manufacturing 
licenses under the Drugs Act. 


Simultaneously the matter has been discussed at the 
Medicinal Plants Committee of the Indian Council of 
Agricultural Research. Recommendations have heen 
made for the cultivation of this valuable medicinal. plant 
im several areas in India. The Council of Scientific 
and Industrial Research has recently constituted a com- 
mittee of experts on the question of cultivation of 
Rauwolfia also. Every effort is being made to conserve 
and to increase the cultivation of this very important 
Indian indigenous drug.—ED., J. Indian M. A. 


Indian Association of History of Medicine 


S1tr,—I wish to inform all members of the medical 


profession through the medium of your Journal that 
the Indian Association of History of Medicine has been 
registered and arrangements have been made for the 
publication of a Bulletin, devoted to the study of History 
of Medicine in India. 


The main aims and objects of the Association are, 
(1) To arrange for lectures, discussions and exhibitions, 
to spread the knowledge of history of medicine in gene- 
ral and of Indian Medicine in particular. (2) To pub- 
lish a Journal devoted to critical studies of original 
researches in Indian Medicine and lists of books dealing 
with history of medicine in general and complete biblio- 
graphy of books and articles on the history of Indian 
medicine. (3) To organise a library of old medical 
classics and books on history of medicine and medical 
history journals and obtain photostat copies of extracts 
from rare books and to conduct research in history of 
medicine in India. (4) To help teachers and research 
workers with references and extracts on the historical 
aspects of their special subjects relating to medicine in 
India. 


The rates of subscription for membership of the 
association are Rs. 100/- for a Life Member, Rs. 10/- 
per annum for an Ordinary Member and Rs. 5/- per 
annum for an Associate Member (members of the medi- 
cal profession with less than five years standing are 
eligible for Associate Membership). 


J. INDIAN M. A., VOL. 24, NO. $ 


I will be very glad to receive from your readers 
names of institutions or persons who are actively in- 
terested in history of medicine. I am etc., 


D. V. Suppa Reppy, 
Secretary, 
Indian Association of 
History of Medicine. 


Deptt. of Physiology, 
Madras Medical College, 
Madras 3. 


REVIEWS 


Proceedings of the First World Conference on Medical 
Education.—Published by Geoffrey Cumberlage, Oxford 
University Press, London. 54%” x9%". pp. xvi plus 804. 
Price 60s., 1954. 


The First World Medical Conference, under the 
auspices of the World Medical Association, was held in 
London, in August 1953. Dr, Hugh Clegg is to Le con- 
gratulated for bringing out the complete proceedings in 
one volume and in record time. This volume will remain 
a standard book of reference for educationists of every 
sphere. The medical educationist in particular will derive 
the maximum benefit. Subjects little pre-medical educa- 
tion, selection of students, teaching including  curri- 
culum, techniques and methods both pre-clinical and 
clinical, and methods of examination have been dealt in 
a masterly way by men of eminence and experience. 
Each paper is followed by a summary in English, French 
and Spanish. The summaries are both concise and 
precise. The abundance of valuable material inter- 
spersed in the volume will be of immense help in many 
ways to educationists and in particular the authorities 
responsible for planning médical education, all the 
world over. 


Year Book of General Surgery, 1954-1955 Series.— 
Edited by Dr. Evarts A. Graham, M.D., Emeritus 
Professor of Surgery, Washington University School 
of Medicine; formerly Surgeon-in-Chief of the Barnes 
Hospital and of the Children’s Hospital, St. Louis, 
with a section on Anaesthesia, Edited by Stuart C. 
Cullen M.D. Professor of Surgery and Chairman of 
Division of Anaesthesiology, State University of Iowa 
College of Medicine and Hospital. 


The Year Book of General Surgery is a treatise in 
the series of Year Books. As such it needs no intro- 
duction, This volume contains abstracts of important 
publications in the field of general surgery from June 
1953 to April 1954. Many articles are published every 
year all over the world. It is very difficult to select 
important ones out of them. It is also not possible for 
anybody to go through all these publications. Dr. Gra- 
ham is to be congratulated for ably selecting the arti- 
cles. This treatise is of great help as a source of handy 
and ready abstracts of all important publications. The 
section on anaesthesia gives added importance to the 
volume which should prove of help also to the general 
practitioners. 
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Having a Baby.—By J. F. Robinson, M.B., CH.B. First 
edition, 1954. E, & S. Livingstone, Ltd., Edinburgh 
and London. Price 6s. 6d. net; regd. Postage 11d. 
(abroad). 


Many books have recently been written by various 
authors with the purpose of educating and thus helping 
the young bride or the young mother-to-be throngh a 
difficult period in her life. This book, however, is a 
little different from other similar books; and as such a 
welcome addition to the already existing treatises. Be- 
sides the usual description of the anatomical and physio- 
logical data concerned, there are chapters dealing with 
the problems of those who want to space out their 
family and also for those who desire to beget a family 
but are somehow unable to do so. The subsequent chap- 
ters are meant for guidance to the prospective mother 
through pregnancy and child-birth. There are also use- 
ful hints for care during the “lying-in” period and also 
for feeding the baby. This is a likeable and handy book 
which would be useful to newly married people and also 
to men and women who desire “having a baby’’. 


Bulletin of the Ophthalmological Society of Egypt.— 
Golden Jubilee Session 50, 1953, Vol. XLVI, Parts I 
& II, p. xxxvi & xxiii, plus 700. Published by the 
Ophthalmological Society of Egypt, Dar El Hekma, 
42, Kasr El Ainy St., Cairo. 


The Ophthalmological Society of Egypt is to be con- 
gratulated on completing fifty years of its most useful 
existence and celebrating its Golden Jubilee for three 
days in a fitting manner. A unique feature of the cele- 
bration was the co-operation of the World Health Orga- 
nisation, which organised an ophthalmic seminar last- 
ing for nine days. Dr. David Cogan of Boston, Profes- 
sor Holger Ehlers of Copenhagen, Professor Karl Lind- 
ner of Vienna, Dr. T. Keith Lyle of London, Professor 
Rudolph Thiel of Frankfurt and Professor Philip Thyge- 
son of California, six ophthalmologists of international 
repute took part in this seminar, 

Part I, p. xxxvi plus 400, comprises the proceedings 
of the Ophthalmological Society of Egypt during its 
Golden Jubilee (50th) Session. The three opening 
addresses are in Arabic, of the 50 scientific papers, 
44 are in English, 5 in French, and one in Arabic, Each 
paper is followed by a summary in English, French and 
Arabic. There are eight papers on trachoma. Egyptian 
work on trachoma has always been of a high standard in 
the past and present papers specially the histopathology 
of trachoma has maintained this high tradition. The 
other papers on case reports are very interesting. Part 
II (p. xiii plus 401-700) comprises the proceedings of 
this ophthalmic seminar. There are 15 papers. Each 
paper should be read carefully by all ophthalmic sur- 
geons. Lindner’s contribution the problem of curing 
myopia by scleral resection, the aetiology of myopia and 
the pathology of vitreous, make one think specially the 
way to prevent the progress of myopia. Lyle’s contribu- 
tions on the treatment of concomittant strabismus in 
children and ocular palsy of congenital origin are mas- 
terly. Almost completely denied in Anglo-Saxon coun- 


tries and vigorously advocated in some parts of Europe, 
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tuberculosis as the aetiology of chronic uveitis has been 
very ably discussed and in treatment Thiel has advocated 
thiosemicarbazone and isoniazid in preference to strepto- 
mycin. Thygeson’s observations on the topical use of 
cortisone and hydrocortisone in ophthalmology are very 
interesting. 


Grenz Ray Therapy: methods, clinical 
applications. —By Gustav Bucky and Frank G. Combes. 
Springer Publishing Company, Inc., New York, 1954, 
pp. 204. 


This is an excellent book which will be greatly wel- 
comed by dermatologists and radiotherapists. It is ex- 
cellently produced and the publishers have to be congra- 
tulated on the admirable get-up, paper and printing. A 
number of contributors, each an acknowledged expert in 
his respective field, has dealt with the different aspects 
of the subject in a very simple way. The history and 
physics of Grenz Ray therapy have been very well éx- 
plained. The technical methods and the clinical applica- 
tions with illustrations give an abundance of informa- 
tion, lucidly presented, and will prove interesting to 
medical men in general and radiotherapists, dermatolo- 
gists, surgeons and ophthalmologists im particular. An 
extensive bibliography of the literature on Grenz Ray, 
arranged by subject matter, and covering twenty pages, 
will give the more serious reader an excellent oppor- 
tunity for thorough study. ' 


The Journal of Family Welfare.—A bi-monthly journal. 
Editor-in-Chief, Dr. A: P. Pillay. Published from 
378, Hornby Road, Bombay 1, India. Price Rs. 2/- 
a copy, Rs. 8/- a year. Vol. 1, No. 1, November 1954, 


The Editor-in-Chief has been working in the field 
of sexology for a number of years, and has been con- 
ducting the ‘International Journal of Sexology” for the 
past few years. The present venture is intended to 
disseminate information in the sphere of social and 
medical sciences, for focussing attention on the pro- 
blems of family planning and also those connected with 
sex and marriage counselling. This journal is meant 
to be useful both to the general practitioner and to the 
intelligent layman in general. The, close-set types (e.g. 
in pages 18, 19, 24 and 25) tend to strain the eyes. 

The progress of this journal will be watched with 
interest. 


Manual of Medical Emergencies—By S. C. Cullen and 
E. G. Gross. Second Edition, 1953. The Year Book 
Publishers Inc., Chicago, Illinois, U.S.A. Price § 4.50 
postpaid. 


Emergency situations crop up every now and then 
in medical practice. Acute emergency circumstances do 
not usually permit and often do not require very pre- 
cise diagnostic and therapeutic efforts. But thé practi- 
tioner must know the fundamental principles on which 
he should start work in facing the situation of emer- 
gency with an early diagnosis limited perhaps only to 
interpretations of the disorders of the basic functions of 
respiration and circulation. The geneial practitioner 
being usually the person first called in has to face such 
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emergency situations very often. This neat little book, 
small enough for the pocket, contains many valuable 
informations and data which would help the practitioner 
to face emergency medical situations in a confident, 
better and modern way. 


Basic Medical Physiology.—By W. B. Youmans, PH.D., 
M:D., Second Printing, 1953. Published by Year 
Book Publishers, Inc., Chicago, U.S.A. Price $7.50 
postpaid. 

In these days of rapid progress in all the branches 
of the healing art and also in the allied sciences, the 
practitioner may often feel that it is rather difficult for 
him to follow the manifold progress with the knowledge 
of physiology which he‘ped him to qualify in his time. 
The practitioner then :inds the need to brush up his 
own knowledge and bring it up-to-date with the help 
of a book which should not be voluminous but must be 
dependable and easily “managed”. Light, well-bound, 
clear large types and Incid presentation of the subject 
matter in small informative chapters—all make this book 
commendable to busy practitioners. This volume is sure 
to appeal to busy practitioners for these very qualities. 


Fluid Balance—A Clinical Manual, —By Carl A. Moyer, 
M.D. Reprinted July 1953 from first edition of 1952. 
Published by Year Book Publishers, Inc., Chicago, 
U.S.A. Price $3.75 postpaid. 

This is a pocket-size book of 190 pages presenting 
practical methods for diagnosis of fluid and electrolyte 
imbalance. Suggestions and practical guides to the ten- 
tative selection of appropriate therapeutic measures are 
also incorporated. This will serve as a handy guide to 
residents and interns, specially in the surgical wards 
who have to see cases of fluid and electrolyte imbalance 
very often. The discussions of the major types of com- 
plications encountered in parenteral fluid therapy are 
also likely to be of practical benefit to the house-officers 
and residents who mainly carry out these duties in the 
total management of the patient. The list of references 
at the end of the various chapters would stimulate fur- 
ther study for a comprehensive grasp of the subject. 


Einrichtung Und Arbeitsweise Eimer Blutbank.—By 
Heim and P. Dahr, Publisher : Georg Thieme Verlag. 
Stuttgart 1954. 

The book is meant to provide theoretical and prac- 
tical instructions to medical personnel engaged in work 
at blood bunks and at the same time also to point out 
what technical and administrative problems in that field 
are not yet satisfactorily solved. These aims are fully 
achieved in this book which not only conveys informa- 
tion to the reader bunt stimulates to personal reflection 
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on the subject. The list of references is not very ex- 
teusive and covers only the continental literature. 


Die Resektionstechnik Beim Chronischen Duodenal—und 
Jejunalgeschwur.—By Prof. Dr. Rudolf Nissen. 
Translated by Hans  Reitter. Publisher: Georg 
Thieme Verlag. Stuttgart 1954. 


The book is a translation of R. Nissen’s monograph 
“Duodenal and jejunal peptic ulcer, technic of resec- 
tion” from the original English text into German. ‘The 
material. presented is based on the extensive experience 
of R. Nissen which he gained in the years of successful 
work in the large clinics of Munich, Berlin, Istanbul 
and New York. The presentation takes into account 
that surgical technique in that field can be schematised 
only to a certain extent, but full triite is paid to the 
typical staudard situations as they occur frequently. The 
book will be indispensable for anyone who has to deal 
with such problems as ulcers pepticum jejuni etc. The 
illustrations (modified as compared with the original 
English edition and again drawn by Mrs. R. Nissen) 
are excellent and representative. 


Congenital Syphilis.—By David Nabarro, Edward Arnold 
(Publishers) .Ltd., London, 1954, 5%”x84", pp. xi 
plus 470, 50s. 


Dr. Nabarro was connected with the Sick Children’s 
Hospital at Great Ormond Street, London, for 22 years. 
The experience he acquired has been well utilised in 
this book. The historical resume is an outstanding 
feature. Though brief, the story is complete. The 
educative case notes make one take more interest in 
the chapters. References at the end of each chapter 
have increased the value of the book. The photo- 
graphs and their reproduction are excellent. The 
printing and get up speak well of the publishers. 
This volume is recommended to serious students of 
venereclogy and to paediatricians. 


Year Book of Medicine, 1954-55 Series—Edited by P. 
RB. Beeson, C. Muschenheim, W. B. Castle, T. R. 
Harrison, F. J. Ingelfinger and P. K. Bondy. The 
Year Book Publishers, Inc., 200 East Illinois Street, 
Chicago 11, 5”x9”, pp. 711. Price $6.00. 


This volume has six parts—Infections—Chest—Blood 
and Blood forming organs—Heart, Blood vessels and 
kidney—Digestive system and Metabolism. Majority of 
abstracts are from American literature. The abstracts 
are good. The get up of the book is upto the traditional 
standard. The book is recommended for those practi- 
tioners who are not particular about abstracts of tropi- 
cal diseases. 


XXIV PUNJAB PROVINCIAL MEDICAL CONFERENCE, TARN TARAN 
The Twentyfourth Punjab Provincial Medical Conference will be held at Tarn Taran on the 6th 


February, 1955. 


Information regarding the Conference may be available from the Hony. General 


Secretary, 24th Punjab Provincial Conference, Tarn Taran, Amritsar. 
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PINOCIDE SYRUP ... For Threadworms 
and Roundworms 
(A palatable syrup containing piperazine hydrate). 
ADVANTAGES 


No dieting, purging or enemas required. 
No side effects in normal doses. 
Effective in both adults and children. 
Palatability ensures regular dosage 


PACKING 3 oz. bottle. 


SMITH STANISTREET & CO. LTD. 
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‘MULTIVITE? Forte 


Balanced Formula - 


for therapeutic use 


“*Maltivite’ Porte contains six vitamins in the correct proportions - not 
too such, not to little - combined with the essential element calcium. 
“Maltivite” Forte is designed for therapeutic use im the treatment of 
multiple vitamin deficiencies precipitated by: tropical diseases. wasting 
children. . 


‘MULTIVITE’ Forte 


le chocolate-coated tablets 


(BOTTLES OF 25, 100 AND 500) 
Available from all chemists 


mm BRITISH DRUG HOUSES or LTD. 
a P.@, Box 1341, Bombay — 1. 


OPICALZIM SYRUP | Essential H ypertension 


| ( With Vitamins A, D and C) 


An ideal Calcium syrup with important Vitamins | R. §.—5§l 
In a palatable form specially suitable for children, 

COMPOSITION tion of both systolic and diastolic 


Each fl. oz. Opicalzim Syrup contains : pressure. 
Calcium Gluconate as 500 mg. 


Calcium Lactate R. Ss. F orte 


Calcium Glycerophosphate 


is indicated where an appreciable and 


Vitamin D © ; rapid fall of the pressure is desired and 
also in cases where other hypotensive 
For Calcium therapy. drugs have failed. 


Available in Bottles of 6 os. & \6 02. e 
LOP IL ORIENTAL GLUCONATE LIMITED 


PHARMACEUTICAL INDUSTRIES LTD. 115, PRINSEP STREET 
64-66, Tulsipipe Road, Mahim, Bombay 16. CALCUTTA-13. 
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proven weapon against malnutrition 

For over two hundred years, cod liver oi! has played a conspicuous part in the fight against 

malnutrition and its attendant illnesses such as tuberculosis, rickets and osteomalacia. No 
accessory food has the traditional approval which cod liver oil has won, both as prophylactic and curative. 
It Is easily assimilated, and doctors have come to rely upon its special qualities in promoting good health. 


It is its unique combination of fats and vitamins which makes cod liver ofl such a valuable 
specific in deficiency diseases, and such a beneficial supplement to ordinary diet at all ages. The 
calorific value of its long-chain unsaturated fatty acids is among the highest of any food. In addition to 
this source of energy, cod Jiver oil provides substantial amounts of Vitamin A and Vitamin D - only 
two teaspoonsful contain all that is required for norraal daily nutrition. 


So firmly is the value of cod liver. oil established that in Great Britain and other countries the 
Medical Authorities provide it free to children of certain ages or to certain classes. 


SevenSeaS, obtained from absolutely fresh prime livers, by gentle steam rendering in the fishing 
vessel, Is cod liver oi! at its purest. 


(Oral & Injectable ) 
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Ephedrine, Lobelia, Hyoscyamus, Grindelia. Belladonna. Sodium 
lodide, Sodium Benzoate, Vasaka. Senega, Glycerriza, Pottas- 
Phone: 4930 ! stum Arsenate, Caffeine and Aminophylline. 
Cables: MULTAMINE. 
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WEEK’S THERAPY 
for the peptic ULCER patient 
‘ALUDROX’ 


2 teaspoonfuls 


‘SEBELLA’ 
MID-MORNING 
2 tablets 


‘ALUDROX’ 
LUNCH 
followed in | hour by SSL 
2 teaspoonfuls 


| | 
2 tablets 


*‘SEBELLA’ 
followed in | hour by 


2 tablets 


‘ALUDROX’ 


4 teaspoonfuls 


dosage may be increased wherever necessary. After one week's combined 
*Aludrox'/‘Sebella’ therapy. | ‘Sebella’ Tablet t. i. d. will usually suffice. 


‘ALUDRO xX” ‘SEBELLA’) 


AMPHOTERIC GEL TABLETS 
Available in bottles of 12 fl. oz. With Available in bottles 


*‘Aiudrox’ Tablets in bottles of 60. 
JOHN WYETH & BROTHER LIMITED, LONDON 


India Branch: Magnet House, Dougall Road, Bombay | 


Distributors: GEOFFREY MANNERS & CO. LTD... Bombay Calcutta Madras « New Delhi 
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READERS, 
ATTENTION PLEASE ! 


The Journal of the I.M.A. is now being published twice a month and 
is despatched regularly from the office so as to reach the hands of all 
readers throughout India by the Ist and 16th of every month. Readers 
who do not get their Journals within 7 days of these scheduled dates should 
first of all enquire at their local post offices and then should, without any 
further delay, write to the undersigned direct intimating the fact of non- 
receipt of Journals and also the result of enquiry at the local post offices. 


Readers who happen to move out from their old addresses to new 
addresses should promptly inform the Journal Office as also their local 
branch office of the I.M.A. about the changes of address intimating both 
the new and old addresses. Failing these, intimations reaching the Journal 
Office much later, it may not be possible to supply such readers with the 
missing copies of the Journals in their respective files. 


Readers are all requested to please check up the printing of the names 
and addresses in the wrappers of their own copy of Journals. Any discre- 
pancy in the spelling or insufficiency about the postal address should be 
promptly intimated to the Hony. Secretary of the Journal of the I.M.A. 
at 23, Samavaya Mansions, Corporation Place, Calcutta 13. 


a remarkable vitamin preparation which 
satisfies individual taste and requirement is 
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taste of citrus-honey are alluring features 
of PANLYN. 


ce 


2223222 


PANLYN 


aN Delicious Liquid Multiple Vitamins 


THE 
CALCUTTA CHEMICAL 
Ethical Pharmaceuticals & Fine Chemicals Since 1916 CO., LTD., CALCUTTA-29 s 


Printed by Sri Tarant KanTa Basu at Sri Gouranca Press Ltp., 5, Chintamani Das Lane, Calcutta-g and published by him on 
behalf of the INDIAN Mepicat Association from 2g, Samavaya Mansions, Corporation Place, Calcutta-1g. 
Editor—Dr. P. K. GuHA, M.B., M-R.C.S. (ENG.), D.O.M.S. (LOND.) 


~ 
get 
pe 
from 
= Pyridoxine Hydrochioride 1.5 
— | 
Ascorbic Acid 3 
(| 


Regd. No. C 1890 January 16, 1955 


Fine Chemicals 


AMERICAN COMPANY 


FINE CHEMICALS DIVISION 
NEW YORK,NY, U.S.A 


CRYSTALLINE PENICILLIN SODIUM 


U.S.P. 
5,00000 units 


10,00000 units 


PENACAIN — Crystalline Procaine Penicillin G 
300,000 units fortified with Crystalline Penicillin G 
sodium 100,000 units for Aqueous injection. 


CRYSTALLINE PROCAINE PENICILLIN G 
IN OIL with 2% aluminum Monostearate 
300,000 units per CC 


PRO-K-MYCIN 
Penacain single dose and Diliydrostreptomycin 
1 Gm.combined. 


PRO-K-MYCIN 
Penacain single dose and Dihydrostreptomycin 
} Gm.combined. 


DIHYDROSTREPTOMYCIN SULFATE U.S.P. 
STREPTOMYCIN SULFATE U.S.P. 
MULTI STREP 


Dihydrostreptomycin 4} Gm. and Streptomycin 
3 Gm.combined. 
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